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The Significance of Pleural Effusion 


STANFORD K. SWEANY, M.D., CHicaco 


leural effusion usually indicates an underly- 


ing disease process and may be a forewarning 


of the existence of a disorder carrying a serious 
prognosis. It never should be regarded lightly, 
and every attempt ought to be made to establish 
the causative etiology. The lack of persistence of 
symptoms and the frequently rapid clearing of 
fluid might lead the attending physician to at- 
tach minimal significance to the problem. 

The presence of pleural effusion accompanying 
an illness should be suspected when there is chest 
pain with respiratory movement. This situation 
demands a chest X-ray, with a second X-ray in 
two weeks, since early changes may not be de- 
tected with the first. The findings on physical 
examination readily support a suspicion of effu- 
sion. Dullness to percussion, decreased breath 
sounds, and vocal fremitus are present over the 
involved side. 

Fluid formation in the pleural cavity results 
from alterations in the pleural fluid dynamics or 
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from disease involvement of areas adjacent to 
the pleural space. Increased pressure within the 
pulmonary blood or lymphatic vessels will in- 
crease transudation of fluid. The osmotic retain- 
ing forces may allow a similar movement of fluid 
where blood protein has been decreased. These 
fluids usually have a low specific gravity and cell 
count. 

The tissue response to disease invading the 
pleural space, or areas adjacent to it, results in 
vascular changes with fluid and cellular outpour- 
ing. The fluid usually is dense and cellular. 

The evaluation of pleural effusion is aided by 
clinical history, symptomatology, and laboratory 
tests. Certain minimal requirements are neces- 
sary for proper evaluation. The history should 
relate whether the mode of onset was insidious 
or abrupt, and whether there had been previous 
episodes of pleuritic pain or pneumonia. The 
presence or absence of chills, fever, dyspnea, 
cough, or hemoptysis is pertinent. The reaction 
to the tuberculin and fungal skin tests should 
he determined. This should include the most con- 
centrated strength of tuberculin, if the weaker 
strengths are negative. White blood count, dif- 
ferential count, sedimentation rate, and routine 
urine may point up valuable clews leading to 
diagnosis. 
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A sample of the pleural fluid should be aspi- 
rated and transferred to a sterile bottle contain- 
ing 0.5 cc. of heparin. A total and differential 
cell count, cytological evaluation, and cultural 
studies for tuberculous, fungi, and routine bac- 
teria should be made on the centrifuged sediment 
of the fluid. Protein content or specific gravity 
can be determined on the supernatant portion. 
Only two findings are diagnostic: A positive 
cytology for malignant cells, and a positive bac- 
teriological culture.’ 

A needle biopsy of the parietal pleura, which 
may be performed as simply as a thoracentesis, 
will offer further valuable aid in diagnosis from 
the tissue specimens that are obtained.”** When 
this procedure is not revealing, open surgical 
biopsy should be resorted to.°* The biopsy tech- 
nique, utilizing a Vim-Silverman needle, has 
been helpful in identifying granulomas in a good 
percentage of our cases. 

The two most important conditions producing 
pleural effusions are tuberculosis and carcinoma. 
Since tuberculosis is treatable and entirely cur- 
able with the proper use of antituberculous chem- 
otherapy, and since untreated tuberculous pleural 
effusion is known to exacerbate insidiously into 
open, active disease in over 50 per cent of the 
cases within a two year period,’ the importance 
of proper diagnosis is apparent. 

An effusion appearing insidiously, especially 
in a young person, should be considered tuber- 
culous until proved otherwise. On the other hand, 
it is not uncommon for an effusion appearing 
in a person 40 years or older to be tuberculous, 
even though the person’s age might suggest ma- 
lignancy. This is particularly true in the past 
10 years, when we are seeing a higher percentage 
of older people being discovered for the first time 
with active tuberculosis. The onset may be ab- 
rupt but usually is insidious and often is accom- 
panied by fatigue, weight loss, and low grade 
fever. The tuberculin skin test usually is strongly 
positive, but rarely may be negative during an 
anergic phase of the disease accompanied by 
acute clinical symptoms. It may be wise to repeat 
the skin test after two to four weeks, when the 
acute phase has subsided. 

The tubercle bacillus does not remain free in 
the fluid for any great period of time, conse- 
quently the yield of positive bacteriological cul- 
tures in tuberculous effusions is less than 30 per 
cent.2 The Vim-Silverman needle usually will 
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yield a plug of pleural tissue, which will exhibit 
specific granuloma on histological section. Spe- 
cial stains of the tissue sections or culture of a 
portion of the biopsy material often will yield 
acid fast organisms. When needle biopsy is non- 
productive, open surgical biopsy will allow iden- 
tification of specifically involved areas where se- 
lected material may be taken. 

Malignant effusions are notable in their un- 
relenting tendency to produce ever increasing 
amounts of fluid, and generally by a downhill 
course. T'hey occur more commonly in the older 
age group and usually are insidious in onset. 
The character of the fluid will vary, depending 
upon whether there is direct invasion of the 
pleural space with tumor or whether the fluid is 
the result of dynamic pressure changes from 
vascular occlusion by the tumor. With direct 
invasion, the fluid has a higher specific gravity, 
is frequently bloody, and often has malignant 
cells in the sediment. The positive needle biopsies 
in this group are less than 50 per cent because 
of the usual tendency for a scattered dissemina- 
tion of tumor. Pleural invasion with carcinoma 
carries a hopeless prognosis, but can be amelio- 
rated with the use of nitrogen mustard and radi- 
oactive heavy metal solutions.®?° 

Pleural effusion associated with acute pulmo- 
nary illness of abrupt onset suggests that the 
cause may be an acute bacterial or viral pneu- 
monia. The history, physical findings, adequate 
bacterial culture studies of the sputum and fluid, 
white blood counts, fluid cell count, and differ- 
ential may help confirm the diagnosis. Viral 
etiology may be suspected after elimination of 
other causes, but blood serum agglutinations for 
specific suspected viruses offers better direct evi- 
dence. A rising titer on serum taken during the 
attack and several weeks later during convales- 
cence is confirmatory. 

Fungous infections simulate tuberculous effu- 
sions. The clinical course and histology may be 
indistinguishable. Culture of biopsy material, 
pleural fluid, or sputum, in addition to skin tests 
and complement fixation, may be helpful in dif- 
ferentiation. The fungal skin tests frequently are 
negative in the presence of active disease. 

Identification of effusion secondary to disease 
impairment of another organ system usually is 
apparent from the preceding history, physical, 
and course of the illness. This impression is sup- 
ported by fluid findings, usually demonstrating 
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a clear fluid with a low cell count and low specific 
gravity. Aspiration of large effusions is therapeu- 
tically indicated, especially when secondary to 
cardiac decompensation where the cardiac and 
respiratory functions are further compromised 
by the mass of fluid. 

Effusion resulting from pulmonary infarction 
can be misleading. Early in the course of involve- 
ment, there is a tendency for misdiagnosis of 
pneumonia because of the findings of fever, chest 
pain, cough, bloody sputum, X-ray lesion, and 
effusion. The fluid at this time is always bloody 
and may raise the suspicion of malignancy, since 
an older age group usually is involved. To fur- 
ther the confusion, hemorrhagic fluid stimulates 
production of mesothelial cells, which are easily 
and frequently mistaken for malignant cells in 
cytological evaluation. 

Grossly bloody effusions also result from chest 
trauma. Diagnosis is important, especially in 
large effusions, because of contraction and re- 
striction of the lung, resulting from subsequent 
fibrosis Early diagnosis and surgical decortica- 
tion are essential. 

In the past three years, 106 biopsies of the 
parietal pleura have been taken from 88 patients. 
The following results have been obtained (Fig- 
ure 1): 

Ten cases were diagnosed as malignancies by 
needle biopsy. Ten additional cases were diag- 
nosed subsequently as malignancies by other 
means on follow-up from six months to three 
years. This gives a diagnostic yield of 50 per 
cent positive diagnoses by needle biopsy alone. 

Thirteen cases were identified as granuloma- 
tous pleuritis with giant cell formation and 
sometimes caseation and acid fast bacilli. Only 
one of these was not confirmed later by finding 
the organism, but did clear satisfactorily with 
antituberculous chemotherapy. Three additional 


DIAGNOSIS DERIVED FROM NEEDLE 
BIOPSY OF THE PLEURA 


% of Total 


11.4% 
14.8% 
20.4% 
26.1% 
27.3% 


Biopsies 


(12) 
(16) 
(26) 
(26) 
(26) 


Cases 





Carcinoma 
Granuloma 
Acute Infection 
Nonspecific 
Negative 





TOTAL 


(106) 
Figure 1 


100% 
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DIAGNOSIS ESTABLISHED in 74% 
OF NONSPECIFIC CASES BY FOLLOW- 

UP AND FURTHER EVALUATION 
4-Carcinoma 1-Actinomycosis 
3-Tuberculosis 1-Cardiac 
3-Rheumatoid Arth. 1-Renal 
3-Lupus E. 6-No Definite Etiology 
1-Hodgkin’s 

Figure 2 


cases were diagnosed subsequently by open surgi- 
cal biopsy ; one had nonspecific histology, but. pos- 
itive culture. This gives a diagnostic yield of 81 
per cent positive diagnoses by needle biopsy alone. 

Eighteen cases were classified as inflammatory 
or acute pleuritis, because of a history and find- 
ings suggesting complication of acute pneumonia. 

Twenty-three cases demonstrated fibrous pleu- 
ral thickening and were diagnosed as nonspecific 
pleuritis. 

On twenty-four cases, either an inadequate 
pleural specimen was obtained or pleural thicken- 
ing was not present. 

The total yield of positive diagnosis by needle 
biopsy combining the malignant and tuberculous 
groups is 26.2 per cent. 

The 23 cases of nonspecific pleuritis subse- 
quently were established as having a definite 
cause, in 74 per cent (Figure 2). 

Diagnosis was established subsequently in 83 
per cent of the 24 cases with negative needle 
biopsy. (Figure 3) A large proportion were sec- 
ondary to cardiac disease and malignancy, sug- 
gesting dynamic vascular obstructive change 
rather than direct pleural involvement in these 
instances. 

The following three cases will illustrate the 
value of pleural biopsy in establishing diagnosis: 

Case #1. E.H. U#t 12462. A 60 year old 
white, male, cook admitted with a complaint of 
weight loss and fatigue for one year and left 
anterior chest pain for three weeks prior to ad- 
mission. He was not acutely ill, but had a persist- 
ent temperature of 100 to 101° F. and physical 
findings consistent with a left pleural effusion 
substantiated by chest roentgenogram (Figure 


DIAGNOSIS ESTABLISHED IN 83% 

OF NEGATIVE CASES BY FOLLOW- 

UP AND FURTHER EVALUATION 
9-Cardiac 1-Cirrhotic 
6-Carcinoma 1-Viral Pericarditis 
2-Hodgkin’s 4-No Definite Etiology 
1-Pulmonary Infarct. 


Figure 3 
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Figure 6, Case #2. Chest X-ray at admission. Figure 7, Histological section of tissue from needle 
biopsy of the pleura in Case #2 x 100 mag. 
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4). The intermediate PPD and _ histoplasmin 
gave a 2+ reaction. Laboratory work was non- 
contributory, except for a sedimentation rate of 
40 mm. hr. Three fluid aspirations produced 
2,000, 800, and 1,000 ce. of clear fluid with pro- 
tein content of 5.3 per cent. Biopsy of the pleura 
with a Vim-Silverman needle revealed a granu- 
loma containing giant cells (Figure 5). Ziehl- 
Nielson tissue stain demonstrated acid fast or- 
ganisms. Organisms were not recovered from the 
fluid or gastric cultures. There was a good re- 
sponse with clearing of the fluid on antitubercu- 
lous chemotherapy. 

Case #2. L.B. U# 13330. A 27 year old col- 
ored professional football player who noticed 
right chest pain several weeks prior to admission. 
He was in apparent excellent health. Physical 
findings and chest roentgenogram suggested right 
pleural effusion (Figure 6). Repeated gastric 
cultures and two fluid aspirations were negative 
for acid-fast bacilli. Needle biopsy of the pleura 
revealed nonspecific fibrosis (Figure 7). An open 
surgical biopsy demonstrated marked thickening 
and caseation of the pleura, which demonstrated 
microscopically caseous granulation tissue con- 
sistent with tuberculosis (Figure 8). Culture of 


Figure 9, Case #3. Chest X-ray at admission 
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a &, % ; ‘] , 5s 
Figure 8, Histological section of tissue obtained by 
open surgical biopsy in Case #2 x 100 mag. 


Figure 10, Histological section of tissue from 
needle biopsy of the pleura in Case #3 x 100 mag. 
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this tissue was positive for acid fast bacilli. The 
patient responded well to antituberculous chem- 
otherapy. The fluid and thickening cleared 
slowly. 

Case #3. G.K. U# 11361. A 38 year old cab 
dispatcher, who had had repeated hemoptyses for 
three weeks prior to admission. He had devel- 
oped severe left chest pain, dyspnea, cough, ma- 
laise, and fever two weeks prior to admission, 
and had been given an antibiotic with some re- 
lief. He appeared acutely ill with a fever of 
104° F. and chest pain. There was evidence of 
extensive left pleural effusion by X-ray and phys- 
ical examination (Figure 9). Intermediate PPD 
reacted 3+. White blood count was 13.8 thou- 
sand with 85 per cent polymorphonuclear leuco- 
cytes. Sputum, gastrics, and pleural fluid were 
negative for pathogens. The fluid specific gravity 
was 1.024 with a protein content of 5.2%. 
Needle biopsy of the pleura revealed fibrosis 
with micro-abscess formation consistent with 


acute bacterial infection (Figure 10). After fail- 
ure of absorption of the fluid, despite continued 
chemotherapy, resection of the left lower lobe 
with decortication was necessary. The resected 
specimen revealed bronchiectatic involvement. 


There was a good postoperative response. 


SUMMARY 


The frequent association of pleural effusion 
with a serious underlying disease process is em- 
phasized. The necessity and means of attempting 
to establish etiology are stressed. This is espe- 


cially so in tuberculous effusion, where proper 
treatment is curative, and nontreatment results 
in active open disease in more than 50 per cent 
of the cases within two years. The value of pleu- 
ral biopsy by both needle and open surgical tech- 
nique is cited. The results of 106 needle biopsies 
of the pleura in 88 cases are presented. Twenty- 
six per cent positive diagnoses were obtained in 
88 cases. Specific diagnosis is obtained simply, 
with minimal trauma to the patient, and with 
saving of both time and money in shortened 
hospitalization and fewer diagnostic procedures. 
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The Significance of 


Gall Bladder Deformities 


Epwarp M. Cook, Jr., M.D., RicHarp E. Kinzer, M.D., anp 


CuHARLEs F, MEtcuor, M.D., DECATUR 


T he radiographic indications for considering 

the operative removal of a gall bladder are 
well established and defined. This is the direct 
result of the advent of iodine preparations that 
are well tolerated when taken orally and at the 
same time, concentrate in the gall bladder to 
such a degree that its lumen becomes relatively 
opaque to roentgen rays. 

Criteria for considering a gall bladder to be 
diseased include radiographic evidence of in- 
ability to concentrate the iodine preparation 
satisfactorily, demonstrable calculi, and evidence 
of certain deformities of the wall or lumen that 
are established as indicative of pathology. The 
great majority of diseased gall bladders fall into 
the first two categories and we are all quite cog- 
nizant of them. The less common deformities 
will be considered in this paper. 

The first deformities to be considered are 
those that arise from the gall bladder wall but 
do not involve the patency of the lumen. These 
are demonstrated as radiolucent defects, in the 
opaque media, that can be shown to be contigu- 
ous with the gall bladder wall and are fixed in 
their relationship to it. 

C.D.H. (Figure 1.) Shows a small, radiolu- 
cent defect on the medical aspect of the fundus 
of the gall bladder. This remained fixed in its 
position on the wall when radiographs were 
taken with the patient in various positions. Our 
differential included benign adenoma, a radiolu- 
cent stone that had become adherent to the wall, 
or early carcinoma. This patient elected not to 
have surgery and has done well on medical man- 
agement, indicating that the diagnosis of car- 
cinoma can be ruled out in this case. 

C.E.B. (Figure 2.) Demonstrates the possible 
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Figure 1 


end result of the first case. This patient had 
carcinoma of the gall bladder with associated 
cholecystitis, cholesterolosis, and gall bladder wall 
calcification with partial perforation of the wall. 
The diagram was made with the assistance of the 
pathology department and illustrates the small 
radiolucent defect produced by carcinoma. Both 
the gall bladder lumen and the outer sac were 
filled with purulent material. This patient subse- 
quently died from spread of her carcinoma. 
R.C.C. (Figure 3.) Shows multiple small ra- 
diolucent filling defects arising from the gall 
bladder wall. This typifies the change seen in 
cholesterolosis and the defects are believed to 
represent stored masses of cholesterol underlying 
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POLYPOID MASSES (€e or GRANULATION TISSUE) 


THICK WALLED G.R. © CHOLESTEROSIS 
CALCIFICATION IN WALLS OF G.B. 


PERFORATION THRU MUSCULARIS 
{ ROKITANSKY ASCHOFF SINUS TRACT) 


THIN WALL SEROSA & CALCIFICATION 


Figure 3 
BOTH CHAMBERS DISTENDED WITH PUS. 


Figure 2 





Figure 4 Figure 5 


Illinois Medical Journal 





ihe mucosa. This usually is associated with a 
mild chronic inflammatory change involving the 
gall bladder wall. This patient did not have sur- 
gery. 

P.H. (Figure 4.) Illustrates one of the de- 
formities associated with cholecystitis glandu- 
laris or Rokitansky-Aschoff sinuses. These are 
diverticula, with an epithelial lining, that pene- 
trate through the muscular layer of the gall 
bladder and expand in the subserous layer. They 
are similar to diverticula occurring in the colon 
and are felt by Pagan-Carlo and Genter’ to 
signify severe, chronic gall bladder disease. Le- 
Quesne and Ranger? describe three characteristic 
roentgen findings in cholecystitis glandularis. 
The first is a filling defect in the fundus of the 
gall bladder, as illustrated in this figure. This 
patient was operated on and the lesion consisted 
of multiple epithelial lined diverticula, or Roki- 
tansky-Aschoff sinuses. Presumably the diverti- 
cula did not fill with the opaque media because 
the associated inflammatory changes obstructed 


the ostia. 


Figure 6 
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M.F. (Figure 5.) This is an example of the 
roentgen findings seen in the second type of 
deformity described by LeQuesne and Ranger 
and demonstrates an irregular sawtooth gall 
bladder wall. This change is produced by con- 
trast medias filling multiple diverticula that 
have invaded the gall bladder wall. 

I.L.G. (Figure 6.) This serves to make the 
transition to the deformities of the gall bladder 
lumen and also demonstrates the third type of 
deformity associated with Rokitansky-Aschoff 
sinuses. The characteristic findings in this case 
are stenosis of the proximal gall bladder, with a 
halo of diverticula involving the wall in the 
area of constriction, and a serrated fundal border 
representing multiple media filled diverticula. 
The relationship of stenosis of the proximal gall 
bladder to the formation of Rokitansky-Aschoff 
sinuses has been discussed by Culver et al.? who 
found that the area of stenosis was due to local 
hyperplasia of the gall bladder wall. He suggests 
that the sinuses distal to this may arise as a re- 
sult of intracystic pressure from the stenosis, 
but also notes, as in our case, that diverticula, 
with their associated inflammatory changes, fre- 
quently are seen in the area of constriction. It 
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Figure 10 Figure 11 
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seems to us the possibility should be considered 
that the hyperplasia and the constriction have a 
common inflammatory etiology, particularly in 
view of the diverticula demonstrated in the pre- 
vious two cases with no associated stenosis. 

G.W.C. (Figure 7.) This case is illustrative 
of a severe deformity of the gall bladder lumen 
associated with stone formation. The pathology 
texts appear to be undecided as to whether or 
not cholecystitis precedes cholelithiasis. But a 
severe deformity such as this certainly enhances 
the inflammatory changes and, as demonstrated 
by Gordon‘ the area of constriction actually may 
represent a division between a proximal normal 
segment of gall bladder and a distal segment 
showing inflammatory changes and stone for- 
mation. 

The next two cases indicate that at least on 
occasion luminal deformities may be the result 
of preceding inflammatory changes in the wall 
of the gall bladder. 

G.C.B. (Figure 8.) Shows a normal function- 
ing gall bladder with deformity of the. lumen, 
as seen in 1944. A second examination (Figure 
9.) in 1957 demonstrates a marked increase in 
the degree of deformity, indicating a progressive 
inflammatory change in the gall bladder wall 
with associated stenosis of the lumen. 

A.E.W. (Figure 10.) Had typical gall blad- 
der symptomatology. Cholecystography demon- 
strated a deformed gall bladder with normal 
function. At surgery, multiple adhesions were 
demonstrated between the gall bladder and the 
duodenum, and a constrictive band was found 
across the middle of the gall bladder. Micro- 
scopic examination revealed cholesterolosis. 
These findings would indicate a previous acute 
inflammatory change, with residual adhesions 
and chronic inflammatory changes in the gall 
bladder. 

G.V. (Figure 11.) Shows a gall bladder diver- 
ticulum that appears to be of the congenital type 
described by Eelkema and associates.’ These di- 
verticula must be of significant size and have a 
narrow ostium. Microscopically, their walls are 
found to have all of the layers normally present 
in the gall bladder wall. This patient did not 
come to surgery although she had symptomatol- 
ogy consistent with gall bladder inflammation. 

M.R.E. (Figure 12.) Demonstrates the com- 
monly seen Phrygian cap deformity that resem- 
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Figure 12 


bles a distal pseudo-diverticulum with a wide 
ostium. These usually are not considered clini- 
cally significant. 


SUMMARY 


I have tried to demonstrate and discuss a 
number of different gall bladder deformities with 
particular emphasis on severe deformities of the 
lumen which, in themselves, may be a manifes- 
tation of inflammatory change. 
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Medicine’s Approach 
to the Problems of Aging 


Epwarp W. Cannapy, M.D., East St. Louis 


“T n my opinion there is no more important is- 

sue before American medicine today than 
the problems of the aging and the aged,” stated 
Dr. David B. Allman, before the AMA Planning 
Conference on Medical Society Action in the 
Field of Aging (Chicago, September 13-14, 
1958). Dr. Gunitar Gunderson, retiring presi- 
dent of the AMA, recently declared, “A revolu- 
tion in aging is taking place—our entire think- 
ing on the subject of aging and the aged must 
be as dramatic and forward looking as the revolu- 
tion itself. We dare not cling to the old perspec- 
tive of aging in the face of longer life, better 
health, and increased productive potential on the 
part of our senior citizens. If we do, we will 
deny them and society the rewards for which 
medicine has fought in its wars against disease.” 
Dr. Leonard Larson, Chairman of the AMA 
Board of Trustees, pledged this organization to 
a dedicated and continuing effort to improve the 
health care of the aged. Medicine has taken 
specific action at national and state levels te 
implement these statements. 

The Illinois State Medical Society has demon- 
strated interest in the problems of aging and 
has furnished members serving in an advisory 
capacity to numerous organizations and commit- 
tees. The Council of the ISMS created the Com- 
mittee on Aging in July, 1958. This article is 
the first of a series on the problems of aging, 
sponsored by the Committee on Aging to be 
published in the Illinois Medical Journal. 

In an effort to extend the work of the medical 
profession through co-operation with other na- 
tional groups, the Joint Council to Improve 
Health Care of the Aged was organized by the 
American Dental Association, the American Hos- 
pital Association, the American Nursing Home 

Chairman, Committee on Aging, Illinois State Medi- 
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Association, and the American Medical Associa- 
tion. The objectives of the Joint Council are to 
correlate the efforts and resources of member 
organizations, as the principal purveyors of 
health care for the aged, and to establish liaison 
and a co-operative relationship with other organ- 
izations working with similar purposes in the 
field of aging. The First National Conference of 
the Joint Council was held in June, 1959. The 
I]linois Joint Council to Improve the Health 
Care of the Aged was created in May, 1959, by 
representatives of the Illinois State Dental Soci- 
ety, the Illinois Hospital Association, the Illinois 
Nursing Home Association, and the ISMS. The 
cbjectives of the Illinois Joint Council are to 
co-operate with the National Joint Council to 
co-ordinate the activities of the four parent or- 
ganizations, and to study the health problems 
of the aged in Illinois. 

The Committee on Aging of the AMA has 
developed a six point program as follows: 

1.) STIMULATION OF A REALISTIC 
ATTITUDE TOWARD AGING BY ALL 
PEOPLE. 

Tremendous contributions have been made to- 
ward the ever lengthening life span and we must 
assume responsibility for making these added 
vears an interval of physical and mental well 
being, so far as possible. We must seek to im- 
prove both the public and medical attitude to- 
ward the aged. Society, families of the aged, 
labor, industry, and the aged themselves must 
be encouraged to develop a more hopeful concept 
and be made aware of the opportunities provided 
by and for the aged. 

The old defeatist medical approach to the 
aged is changing but to facilitate this change 
physicians must become fully aware of the op- 
portunities to keep the oldster well and to re- 
habilitate many of those who have become ill. 
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A special effort must be made to indoctrinate 
student nurses, graduate registered nurses, and 
licensed practical nurses in the care of older 
patients. The physician must provide leadership 
and co-operation in an effort to solve the prob- 
lems of aging at every level and maintain the 
older individual as a healthy participant in the 
family, civic, economic, and political life of the 
community. 

2.) EXTENSION OF EFFECTIVE 
METHODS OF FINANCING HEALTH 
CARE FOR THE AGED. 

Adequate methods for financing health care 
for those 65 and over must be made available. 
The AMA has reaffirmed its belief that voluntary 
health insurance and prepayment plans can and 
should provide the basis for meeting large health 
care costs for most people, including those 65 
or older. Current experiments by private insur- 
ance carriers and several Blue Cross and Blue 
Shield plans indicate that solutions can be found 
to the special insurance problems of the aged. 
The Blue Cross and Blue Shield plans in Illinois 
have been requested by the House of Delegates 
of the ISMS to make coverage available under 
individual subscription to new subscribers aged 
65 or over. Several private insurance carriers 
are now making such policies available. 

The AMA House of Delegates in December, 
1958, adopted the following proposal: “That the 
AMA, the constituent and component societies, 
as well as physicians everywhere, expedite the 
development of an effective voluntary health in- 
surance or prepayment program for the group 
over 65 with modest resources or low family in- 
come; that physicians agree to accept a level of 
compensation for medical services rendered to 
this group which will permit the development of 
such insurance and prepayment plans at a re- 
duced premium rate.” The House of Delegates 
of the ISMS passed the following resolution at 
the 1959 annual meeting: 

“1. That the House of Delegates urge all per- 
sons, including those over 65 and who are fi- 
nancially able, to provide themselves with vol- 
untary hospital and prepayment medical insur- 
ance to cushion the financial costs of good 
medical care. Such policies are available now. 
Recommend that Blue Shield and Blue Cross 
Plans in Illinois should attempt to prepare 
indemnity plans for these persons of 65 and 
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2. That the House of Delegates reaffirm its 
abiding interest in all persons needing medical 
care, including those over 65, and whether 
financially able or not. 

3. That the physicians of Illinois be polled 

whether they would be willing to participate 

in a special plan, which the Illinois Blue 

Shield plans can be directed to prepare, to 

provide low cost insurance for persons over 65 

years of age with modest incomes (not over 

$3,000 per year per couple, or $2,000 for an 
individual and with net worth under $20,000). 

Eligibility for such low cost insurance would 

be determined by Blue Shield. Payments to 

doctors would be accepted as full payment. 

Participation in this special plan would be 

agreed upon by the doctor for one year, with 

general evaluation of the plan immediately 
thereafter by the Council of the ISMS. 

At the same time, we urge that hospitals and 

ancillary services be asked to consider accept- 

ing payments scaled down proportionately by 
the insurance carrier. 

4. That to the extent outlined above, the ISMS 

House of Delegates approve in principle the 

AMA proposal regarding medical care of those 

over 65 with modest income.” 

Efforts are being made to extend insurance 
coverage to care in approved nursing homes and 
in some states, limited home care also is being 
provided. ‘hese innovations should decrease the 
burden on overcrowded general hospitals, lessen 
the demand for expensive new hospital facilities, 
and decrease the cost of the medical care of the 
aged. 

Governmental agencies must be urged to pay 
the full cost for medical care rendered to public 
assistance recipients both in hospitals and nurs- 
ing homes. Unfortunately, hospitals in Illinois 
are being forced to provide care to public assist- 
ance recipients at less than actual cost. Adequate 
payment must be made to nursing homes in order 
to provide adequate care to indigent patients. 

3.) EXPANSION OF SKILLED PERSON- 
NEL TRAINING PROGRAMS AND IM- 
PROVEMENT OF MEDICAL AND RE- 
LATED FACILITIES FOR OLDER PEO- 
PLE, 

The need for training qualified personnel to 
work with older people is obvious. Training pro- 
grams concerned with the health care of the 
aged must be directed to medical students and 
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physicians of all ages, nurses and all types of 
hospital aides, nursing home attendants, welfare 
workers, homemaker aides, and members of the 
patient’s family. Special emphasis should be 
given to enlarging the number of persons work- 
ing with older people and all groups are being 
urged to do more to provide adequate trained 
personnel for the care of the aged. The practical 
nurse training programs sponsored by some 
school districts in Illinois, in co-operation with 
hospitals, are helpful in providing personnel for 
care of aged people in both nursing homes and 
their own homes. 

Facilities for the health care of the aged in- 
clude general hospitals, nursing homes, various 
types of residences for the aged, and the patient’s 
own home. The number of beds available in prop- 
erly conducted nursing homes is far from ade- 
quate. The AMA has supported the provision 
for the amendment to the Federal Housing Act 
providing for insured mortgage loans to proprie- 
tary nursing homes. This legislation is badly 
needed because of the difficulty experienced by 
the proprietors of such nursing homes in procur- 
ing financing on reasonable terms. 

The majority of the aged chronically ill prefer 
to remain with their families and the majority 
are able to do this. The physician must decide 
if the facilities of the patient’s home are ade- 
quate for his care. The physician should be 
familiar with the facilities of his community 
for assisting in home care programs. 

4.) PROMOTION OF HEALTH MAINTE- 
NANCE PROGRAMS AND WIDER USE OF 
RESTORATIVE AND REHABILITATIVE 
SERVICES. 

The physician must assume a key role in 
health maintenance programs. Health mainte- 
nance is defined as a comprehensive plan that 
connotes preservation of the over-all health of 
the individual. The physician must encourage 
the development and wider use of restorative and 
rehabilitative services to all who need them. Re- 
habilitation is a part of the definitive medical 
care of the patient. The physician must be famil- 
iar with rehabilitation programs and facilities 
available in his community. Much can be done 
in small hospitals and nursing homes not having 
actual physical therapy departments by train- 
ing available personnel other than therapists to 
do rel abilitation work. Such a program has been 
successfully sponsored in 34 nursing homes in 
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Illinois by the Services for Aging of the Illinois 
Public Aid Commission. County medical society 
committees on aging are being encouraged to 
urge the establishment of rehabilitation programs 
in hospitals and nursing homes. 


5.) AMPLIFICATION OF MEDICAL AND 
SOCIOECONOMIC RESEARCH IN THE 
PROBLEMS OF AGING. 

The AMA is encouraging and supporting re- 
search in aging. Its Committee on Research 
makes direct grants to physicians with acceptable 
research projects and informs constituent and 
component societies and individual physicians 
about current research. Research projects in ag- 
ing are being supported in the medical schools, 
hospitals, and other institutions in Illinois. Over 
$400 million is being spent annually on research 
in this country on chronic disease. Funds are 
available from the Federal Government, state 
agencies, numerous foundations, and the volun- 
tary health agencies. In addition the AMA, in 
conjunction with other organizations, is under- 
taking research on numerous socioeconomic as- 
pects of aging. 


6.) LEADERSHIP AND CO-OPERATION 
IN COMMUNITY PROGRAMS FOR OLDER 
CITIZENS. 

Physicians should lead and co-operate in de- 
veloping programs for older people. This involves 
contribution of personal time and effort in com- 
munity activity. Community planning for the 
aging can alleviate some of the heavy demands 
now made on our limited medical facilities. Com- 
munity participation also is a means whereby 
the physician can assist in the wise and efficient 
expenditure of public funds. The physician and 
his county medical society should encourage local 
programs for older persons, especially those em- 
phasizing the importance of self-help and inde- 
pendence. Community activities such as may be 
found in churches, Golden Age clubs, senior 
achievement groups, and day centers should be 
encouraged. 

Every county medical society ought to have 
an active committee on aging. The committee 
should sponsor educational programs before coun- 
ty medical society meetings, publish articles in 
county medical society bulletins, and encourage 
rehabilitation programs in hospitals, nursing 
homes, and patient’s homes. Educational pro- 
grams should stress the importance of prevention 
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and early detection of chronic illness in the aged. 

The committee on aging is in an excellent 
position to sponsor co-operative county groups 
to study all problems of aging. Such groups 
should consist of physicians, dentists, nurses, hos- 
pital administrators, nursing home representa- 
tives, welfare workers, clergy, United Fund and 
voluntary health agency representatives, and all 
other interested parties. Such county groups 
should encourage the formation of a central 
bureau where older people may secure advice on 
resources available within the community. Direc- 
tories containing information regarding resources 
for the aged are published in several communi- 
ties. The county co-operative group should en- 
courage medical, social, and vocational services. 

Organized community based home care pro- 
grams are now active in several Illinois counties 
(Peoria, Morgan, and DuPage). Some of the 
Chicago hospitals sponsor hospital based home 
care programs. All programs include services 
provided by visiting nurses including bedside 
nursing and rehabilitation. Some programs pro- 
vide homemaker activities such as planning the 
care of the home, cooking, and cleaning for those 
unable to do it themselves. Many of these pro- 
grams may be organized and supported in rela- 
tively small communities with the assistance of 
women’s service groups or similar organizations. 
Physicians must make themselves available to 
visit patients in their homes if these programs 
are to succeed. 

In some communities, the county group has 
conducted a survey to determine the needs of the 
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aged and available resources. Such a survey has 
been completed in the Bloomington-Normal area 
with the assistance of Illinois Normal Univer- 
sity. Some of the county groups are having 
roundtable discussions or workshops on all prob- 
lems of aging. 

Physicians can provide good advice and coun- 
cil to the groups advocating and supporting new 
types of housing projects for the aged. Medical 
society committees must be equipped to appraise 
the advantages or disadvantages of proposed 
housing for older people, keeping in mind that 
oldsters must remain active, independent, inte- 
gral parts of the community as long as possible. 

Nursing home administrators are anxious to 
have the advice and assistance of the physicians 
of the community. The county medical society 
committee on aging should offer to act in an 
advisory capacity to nursing homes. The physi- 
cian must provide adequate instructions when 
his patient is admitted to a nursing home and 
make himself available for necessary visits to the 
patient when the occasion requires it. Active 
interest by physicians will improve the standards 
of nursing home care. 

Medicine recognizes its responsibility in pro- 
viding a positive approach to the problems of 
the medical care of the aging. All groups must 
assume a comprehensive look at the total prob- 
lem, and active participation by physicians, 
nurses, hospitals and their staffs, nursing home 
administrators, welfare workers, service groups, 
and others is necessary to solve the many varied 
problems facing the aged. 
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The Effect of Niacin 
the Blood Cholesterol 


on 


NExtson W. Barker, M.D., ROCHESTER, MINNESOTA 


A" interesting development in the study of 
lipid metabolism during the past few years 
has been the demonstration of the effectiveness of 
large doses of niacin in reducing the concentra- 
tion of plasma cholesterol ‘ef patients with hy- 
percholesterolemia. The discovery of this effect 
is another example of serendipity, since it was 
noted accidentally in routine studies of blood 
chemistry being carried out on schizophrenic pa- 
tients who were being given large doses of niacin 
for short periods as experimental therapy.’ 
Several carefully controlled studies have shown 
that lowered plasma cholesterol can be main- 
tained for periods as long as 31% years on niacin. 
To achieve the effect it is necessary to give niacin 
in large doses, usuaHy between 1.5 and 6 gm. a 
day. The daily dose is divided into three parts, 
one being given during or after each meal. In 
most patients, there is a relationship between 
dose and effect, since the lowering of the plasma 
cholesterol increases when the daily dose is in- 
creased. In one series of patients with hyper- 
cholesterolemia, many of whom had been resist- 
ant to other anticholesterolemic regimens, the 
mean reduction of the plasma cholesterol was 17 
per cent during an extended period. In some pa- 
tients with plasma cholesterol values as high as 
700 or 800 mg. per 100 ml., some of whom had 
associated xanthoma tuberosum, the cholesterol 
content of the plasma has been reduced to less 
than 200 mg. per 100 ml. and the xanthomatous 
lesions have involuted. As has been noted with 
the use of other anticholesterolemic agents and 





Professor of Medicine, Mayo Foundation, Rochester, 
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versity of Minnesota). 

While the Nutrition Committee of the Chicago Heart 
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dietary regimens, however, the degree of effect 
varies somewhat among different patients.?* A 
few patients with high plasma cholesterol values 
have been somewhat resistant to the effect of 
niacin, 

When the methods of treatment are compared 
in the same patient, the effect of niacin seems 
to be greater than that of sitosterol and simple 
low-fat diets. It is equal to or greater than that 
of partial reduction of the dietary fats contain- 
ing saturated fatty acids with replacement by 
fats containing a large proportion of the polyun- 
saturated fatty acids. 

Flushing of the face and fullness in the head 
usually are somewhat more marked at the begin- 
ning of treatment with large doses of niacin than 
after smaller doses, such as 100 mg., but these 
reactions tend to diminish or disappear as treat- 
ment is continued. A few patients have had to 
discontinue large doses because of nausea, vomit- 
ing, or urticaria. 

Tests of liver function in patients who have 
received the large doses of niacin for considerable 
periods have shown transient slight retention of 
bromsulphalein in only an occasional individual, 
positive reactions to cephalin-chdjesterol floccu- 
lation tests in a few, and slight elevation of alka- 
line phosphatase in a few. In many persons, the 
blood sugar has been slightly elevated and the 
reaction to glucose tolerance tests has been posi- 
tive while taking large doses of niacin. Both the 
effect on tests of liver function and that on blood 
sugar, when they have been found, have disap- 
peared quickly after niacin has been discontin- 
ued. The possible significance of these effects on 
liver function tests and carbohydrate metabolism 
is uncertain at present. 

The mechanism of the effect of large doses of 
niacin in reducing the plasma cholesterol in hy- 
percholesterolemia is not known. It is of interest 
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that nicotinamide given in large doses is totally 
ineffective in lowering the concentration of cho- 
lesterol in plasma. Patients receiving large doses 
of niacin secrete fairly large amounts of nico- 
tinuric acid in the urine. 

“Whereas in rabbits on experimental high-cho- 
lesterol diets, hypercholesterolemia develops con- 
sistently and lesions of atherosclerotic type ap- 
pear in the aorta, these effects are minimized, 
and the lesions are sometimes prevented by niacin 
in dosages comparable to those that lower the 
concentration of plasma cholesterol] in humans.® 

From studies of the cholesterol content of the 
alpha and beta globulin fractions, lessening of 
ihe serum cholesterol in humans by administra- 
tion of large doses of niacin seems to be almost 
entirely in the cholesterol content of the beta 
globulin fraction. Large doses of niacin also 
cause lowering of the fatty acid concentration 
in the plasma proportional to the lowering of the 
cholesterol; and they decrease the phospholipids, 
but to a somewhat less degree. 

At present, it is impossible to say whether 
long term therapeutic reduction of hypercholes- 
terolemia in humans will slow or arrest the de- 
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Iliac crest maneuvers 


The iliae crest compression and separation 
maneuvers tended to reproduce the type and lo- 
cation of distress that occurred spontaneously in 
these patients with rheumatoid spondylitis. Re- 
production of symptoms by the maneuvers cor- 


related well with the presence of active clinical 
disease in the sacroiliac joints. When there was 
no other clinical evidence of active sacroilitis, 
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velopment of atherosclerotic lesions in the arter- 
ies or cause involution of such lesions as may be 
present when treatment began. However, niacin 
is highly suitable for such a study. It is the ex- 
perience of most clinicians that, in long term 
preventive therapy for essentially asymptomatic 
ambulatory patients, oral drug therapy will be 
followed much more consistently than restrictive 
or altered dietary regimens. 
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even in the face of advanced fusion and sclerosis 
of the joints on X-ray, the iliac crest maneuvers 
did not produce symptoms. It would seem logical 
to expect that any other active sacroiliac disease, 
such as tuberculosis and brucellosis, would give 
positive iliac crest separation-compression test 
results. There were no such cases in the control 
group studied. Stanley L. Wallace, M.D. Physi- 
cal Findings in Early Rhewmatoid Spondylitis. 
New York J. Med. June 15, 1959. 






Duodenal Fistulas 
Following Subtotal Gastrectomy 


Josern J. ScuecuTer, M.D.* anp Davin W. Barrow, M.D.** 


| pee aaetapaite leakage of the duodenal stump 
following subtotal gastrectomy is a dreaded 
complication associated with great morbidity and 
significant mortality. 


INCIDENCE 


From 1949 through 1957 subtotal gastric re- 
section was done 251 times. Of this number five 
(two per cent) developed duodenal stump fistu- 
las — an incidence not unlike that reported by 
Henley and Bell.’ 

Of the five patients who developed duodenal 
fistulas, three were males and two were females, 
a proportion similar to that in all gastrectomies 
done at the Milwaukee County Hospital. The 
youngest was 41, and the oldest 61 years of age. 
Two of the resections were done for gastric ulcer 
and three for duodenal. Two were done as emer- 
gencies for massive hemorrhage, and three were 
elective resections in patients with intractable 
ulcer. 

All of the resections were of the Hofmeister 
type with antecolic anastomosis, in four of which 
the afferent jejunal loop was attached to the 
greater curvature; in one the afferent loop was 
attached to the lesser curvature of the gastric 
remnant. All duodenal stumps were closed in the 
usual manner, three with two layers and two 
with three layers. A drain was left at or near the 
duodenal stump postoperatively in every instance. 
The mortality rate of postoperative duodenal 
stump blowout in this series was 40 per cent 
(two out of five patients). 


ETIOLOGY 


The cause of duodenal stump blowout is not 
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always certain, but high priority must be given 
the technical difficulty encountered in closure 
of the duodenum in the patient with friable tis- 
sues and widespread induration and inflamma- 
tion of adjacent organs as well as of the duo- 
denum. Poor nutrition of the chronically ill and 
the desperate preoperative condition of the emer- 
gency patient are important in certain patients. 
In still others, technical factors, such as the use 
of actively ulcerated tissue in the closing sutures, 
insufficient length or twisting of the afferent 
loop with obstruction, or improper type and 
placement of drains, may be responsible. In one 
of our five patients an active ulcer was incorpo- 
rated in the suture line, and healing did not 
occur. Another had obvious obstruction of a taut, 
kinked, short afferent jejunal loop. In the other 
three, multiple factors apparently were respon- 
sible. 


SIGNS AND SYMPTOMS 


The signs and symptoms of duodenal stump 
blowout are those of peritonitis from any cause 
plus external leakage of duodenal contents when 
this is possible. The diagnosis must be suspected 
and frequently an exploration is undertaken in 
any patient following gastric resection who de- 
velops more or less sudden upper abdominal pain 
associated with right upper quadrant tenderness, 
with or without bile stained drainage, without 
waiting for other signs of peritonitis to develop. 
In our five patients, symptoms attributed to 
duodenal stump leakage occurred on the third 
postoperative day in three, on the eighth post- 
operative day in one, and on the 32nd _postopera- 
tive day in another. 


TREATMENT 


Treatment in patients with duodenal fistula 
is concerned with removal of the escaping se- 
cretions by constant suction, maintenance of the 
nutrition and electrolytes of the patient, and 
meticulous care of his skin. 

In three of our patients (Cases 1, 2, and 5) 
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in whom external drainage of duodenal contents 
occurred readily, constant suction through a 
catheter or sump drain was sufficient. In the 
patient in whom signs and symptoms of peri- 
tonitis developed, without external drainage, 
(Case 3) exploratory laparotomy, with the in- 
sertion of a drain down to the fistula, was 
considered lifesaving. (Exact location of the 
fistula and closure, when found, may be difficult 
if not impossible). 

Supportive treatment with fluid, electrolytes, 
and particularly the liberal use of whole blood, 
are most important adjuncts. A feeding jejunost- 
omy is indicated if malnutrition becomes a prob- 
lem, and may be indicated as a_ prophylactic 
measure in any patient with a duodenal fistula 
in whom exploration must be undertaken for any 
other reason, i.e., drainage or obstruction. 

Frequent changes of dressing, simple protec- 
tive ointments, and constant suction, combined 
with the face-down position on a Stryker frame, 
have been successful in controlling skin irrita- 
tion in our experience. We have had no experi- 
ence with some of the other methods mentioned 
favorably by others.? 


MATERIAL AND RESULTS 


‘wo patients mentioned previously (Cases 1 
and 2) drained spontaneously through the 
wound. Complete recovery followed the use of 
sump drainage and supportive care. 


Case No. 1—E.M.—538737: A 50 year old white male 
complained of -hematemesis and epigastric pain for the 
past 10 years. Barium study revealed a pyloric ulcer 
with a severely deformed duodenal cap. Despite a myo- 
cardial infarction one year previously, he was thought 
to be intractable and an elective gastric resection was 
done. 

A posterior wall ulcer densely adherent to the pan- 
creas was found at the pylorus and 70 per cent of the 
stomach was resected. An antecolic anastomosis was 
done, with the afferent jejunum attached to the greater 
curvature of the gastric remnant. The duodenal stump 
was closed in two layers. A drain was introduced down 
to the area of the duodenum. 

The patient developed a partial separation of the 
wound on the sixth postoperative day. This closed pro- 
gressively, but on the 32nd day, bile stained fluid and 
some excoriation of the skin was noted. Sump drain- 
age aud intensive nurtitional measures were instituted. 
The patient was discharged, with the wound healed, one 
mont!: later. (Two years later he died of another myo- 
card.a] infarction). 

Case No, 2—T.R.—473139: A 61 year old white male 
comp'ained of vomiting blood and passing tarry stools. 
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male complained of upper abdominal pain of eight 





Blood was given and the patient responded to therapy. 
A barium study revealed a gastric ulcer on the lesser 
curvature, with fixation to the surrounding tissues. Be- 
cause of the likelihood of malignancy, surgery was rec- 
ommended, which the patient refused. While in the hos- 
pital he began to bleed again, and emergency gastrect- 
omy became necessary. 

A benign ulcer adherent to the pancreas was found on 
the lesser curvature. A 70 per cent gastric resection was 
done, with an antecolic anastomosis with the afferent 
jejunum placed at the greater curvature of the gastric 
remnant. The duodenal stump was closed in two layers 
and tacked into the pancreatic capsule. A drain was in- 
serted in the region of the stump. On the third post- 
operative day the patient became distended and drained 
bile stained fluid from the wound. Sump drainage was 
started and electrolytes maintained. The drainage grad- 
ually lessened and stopped after six weeks. The patient 
was discharged healed. 

Patient No. 3 drained spontaneously for 12 
hours through the drain site. Then the drainage 
stopped, and signs of generalized peritonitis de- 
veloped. The patient was explored to establish 
drainage, with recovery. 

Case No. 3—W.S.—01-17-01: A 43 year old white 
male complained of epigastric distress and repeated 
hematemesis of three years, duration. Two years prior 
to entry he had had a perforation closed elsewhere. Med- 
ical advice had not been followed. Barium study re- 
vealed a gastric ulcer on the lesser curvature in the pars 
pylorica. 

At surgery a benign ulcer was found in the above 
location, adherent to the pancreas. The greater omentum 
was removed with 70 per cent of the stomach. An 
antecolic anastomosis was performed, with the afferent 
loop of jejunum placed at the greater curvature. The 
stump of the duodenum was closed in three layers with 
no difficulty, and was tacked to the pancreas. A drain 
was placed in Morrison’s pouch. 

Postoperatively the patient developed transient atelec- 
tasis. On the third day there was some bloody dis- 
charge from the drain site. On the sixth day bile stained 
fluid came out. Catheter suction was instituted and the 
fistula drained for 12 hours and then stopped. At this 
point the patient developed diffuse abdominal pain and 
the signs of generalized peritonitis. At exploration the 
afferent loop of jejunum was extremely short and taut. 
This was relieved by freeing up the ligament of Treitz. 
Drainage was established in the right upper quadrant, 
and a feeding jejunostomy was done distally. Recovery 
was uneventful and drainage stopped in four weeks. 
(At the original surgery his greater omentum was re- 
moved along with the gastric ulcer. Because of the 
absence of an omentum he probably was not able to 
localize the drainage to the right upper quadrant). 

In the fourth patient diagnosis was not made 
prior to autopsy. The need for suspecting the 
diagnosis is obvious. 

Case No. 4—R.W.—356331: A 41 year old white fe- 
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months’ duration. She had been on a medical regime 
for a proved duodenal ulcer without relief. On the 12th 
hospital day she began to vomit blood and promptly 
collapsed. Despite repeated transfusions she continued 
to bleed and was taken to surgery. 

An ulcer 2 cm. in diameter was found on the posterior 
wall of the first portion of the duodenum, adherent to 
the pancreas. A 50 per cent gastric resection was done. 
The anastomosis was a Hofmeister type, antecolic, with 
the afferent jejunum placed at the greater curvature. 
The duodenum was closed in three layers. A Penrose 
drain was placed in the vicinity of the duodenal stump. 

The Levine tube worked poorly after operation, and 
on the third day the patient had severe right upper 
quadrant pain and drained bloody fluid from the wound. 
Proper treatment was not effected and the patient died 
in 24 hours. At autopsy the duodenal stump was opened 
and a 2.5 cm. ulcer was found in the duodenum in the 
suture line. 


Patient No. 5 developed multiple complica- 
tions. The fistula had healed following sump 
drainage and jejunostomy, but the patient died 
from multiple intra-abdominal abscesses and 
stomal obstruction of the gastrojejunostomy. 

Case No. 5—R.M.—446530: A 52 year old white fe- 
male had had three episodes of bleeding necessitating 
transfusions in the past 10 years. The latest was prior 
to admission. She had had a Miles resection for carci- 
noma of the rectum 23 years previously. A barium 
study showed a duodenal ulcer. 

At surgery a posterior duodenal ulcer was found 
densely adherent to the pancreas. A 75 per cent gastric 
resection, with an antecolic anastomosis, with the 
afferent loop of jejunum placed at the lesser curvature 
of the gastric stump, was done. The duodenum was 
closed without difficulty in three layers. A drain was 
placed in the region of the stump. 

On the first day after surgery there was blackish 
drainage from the wound. On the third day it was bile 
stained. Catheter suction was applied and other sup- 
portive measures were carried out. She developed a 
subhepatic abscess which was drained. From time to 
time intermittent stomal obstruction of the gastrojeju- 
nostomy developed. Exploration was done, but no or- 
ganic cause could be found. A feeding jejunostomy was 
done. The patient died 2-14 months after operation. The 
fistula had healed at seven weeks. 


DISCUSSION 


Good results were obtained in three of the 
four patients in whom the development of a 
duodenal stump blowout was recognized prompt- 
ly, and treatment instituted immediately. Need- 
less to say, all of them would have been much 
better off if the complication could have been 
avoided entirely. The problem is a very real one 
in the patient with an indurated ulcer in whom 
the situation may be further complicated by 
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Figure 1. Alternatives to the usual resection and 

closure of the duodenal stump. 

A. Insection of a “T” tube in the common duct 
during difficult duodenal dissection (after 
Lahey). 

B. Catheter duodenostomy (after Welch). 

C. Two-stage procedure (after McKittrick). 

D. Vagotomy and posterior gastroenterostomy 
(after Dragstedt). 


longitudinal contracture from previous healing. 
Many solutions have been suggested, and accord- 
ing to the late Dr. F. H. Lahey® the choice of the 
various methods and the success with which they 
are applied by any individual surgeon, deter- 
mines almost entirely the morbidity and mortal- 
ity of the patients from whom part of the stom- 
ach is removed. 

Insertion of a “IT” tube in the common duct 
during difficult duodenal dissection was sug- 
gested by Lahey® in an attempt to minimize bili- 
ary tract complications. Welch and Rodkey* 
suggest closure of the friable duodenum around 
a catheter with immediate suction as a satisfac- 
tory “out”. Division of the stomach, with di- 
version of gastric contents through the jejunum, 
is followed by subsidence of the inflammatory 
reaction around the duodenum, facilitating its 
dissection at a second (later) operation. Such 
a two-stage procedure was found satisfactory by 
McKittrick® et al. Others® have added vagotomy 
to this transection of the stomach, with or with- 
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out excision of the distal stomach at a subsequent 
operation, and reported success. Removal of the 
antral factor in gastric secretion by excision of 
antral mucosa without removal of the muscular 
and second coats has been reported upon favor- 
ably by others.? Vagotomy and posterior gastro- 
enterostomy® in the treatment of patients with 
duodenal ulcer eliminates duodenal dissection 
entirely, and has been considered preferable to 
gastric resection in patients in whom a difficult 
duodenal closure is to be anticipated (Figure 
I). 
Kach of these suggestions has been useful to 
us under certain unusual, infrequently encoun- 
tered circumstances. However, patients in whom 
duodenal fistula will develop cannot always be 
determined during surgery, and such methods 
are not seen to be necessary at the time of op- 
eration. But once duodenal blowout has occurred, 
the establishment of completely free drainage, 
constant suction, and adequate nutritional and 
electrolyte support must receive priority. 


SUMMARY 


Failure of the duodenal stump to heal is an 
ever present hazard associated with gastric sur- 


gery. 


Die in peace 

There is another philosophy involved in the 
problem — that of the patient. Does he really 
wan! the cure or relief which surgery has to 
offer ? All too often we are faced with the elderly 
person whose children have cajoled him into go- 
ing ‘o see the doctor who, in turn, has added 
his voice in insisting he should submit himself 
to ‘he surgeon for operative treatment. Maybe 
the «1d man doesn’t want to get well; maybe he 
find: himself a burden to all; maybe he has been 
hun'ing a way out of all the misery of living. 
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Duodenal fistula is more likely to oceur in pa- 
tients with large areas of edema and inflamma- 
tion around as well as in the ulcer, and in pa- 
tients who develop obstruction in the duodenal 
loop. 

Treatment consists of provision for free aspi- 
ration with suction of the escaping contents, 
nutritional and electrolyte support of the pa- 
tient, and care of the skin. 
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I firmly believe thai, after explaining what can 
be expected of surgery and what can be expected 
without surgery, if the patient still says “I’ll just 
die natural without your help,” we should wish 
him Godspeed and respect his choice of how he 
should die, if, indeed the pathology points in- 
evitably to death. Of course, we may well see him 
again as an acute surgical emergency instead of 
as an elective patient, but, in the meantime, 
maybe he will have had a few good months or 
years. O. Emfinger, M.D. Special Problems in 
Surgery of the Aged. J.M.A. Alabama July 1959. 
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Growing Need 


For Medicolegal Co-operation 


Mr. C. JosepH STETLER, CHICAGO 


7 any discussion of medicolegal affairs I be- 

lieve it is desirable to reflect at the outset, if 
only briefly, on the fact that within the last 30 
years the practice of medicine has become in- 
creasingly complex and that during this period 
related legal problems have increased correspond- 
ingly. I am not expert enough to do justice to 
all of these problems but would like to allude to 
a few that are especially important. Included 
would be the role of the physician as a medical 
witness, medical professional liability, and spe- 
cific examples of ways to improve the under- 
standing and co-operation between physicians 
and attorneys. 

The most important areas of legal complica- 
tions in medical practice involve medical pro- 
fessional liability. Although not a new problem, 
through a combination of recent circumstances, 
it has demanded an inordinate amount of at- 
tention from individual physicians and medical 
organizations. Some of the causes for this in- 
creased emphasis are the tendency of the public 
to seek financial remuneration for real or imagi- 
nary damages; more frequent and higher jury 
awards; and inflation, necessitating higher pay- 
ments for claims, judgments, and defense. 

Unfavorable articles in lay magazines dealing 
with higher costs of medical care in general 
have created antagonism against the physician, 
while the favorable articles on new drugs and 
modern surgery and methods of treatment have 
in some instances been sufficiently exaggerated 
to lead the public to believe that a less than per- 
fect result must be evidence of negligence. 

Facing the facts, there are cases of actual mal- 
practice in which a patient suffers injury as a 
result of accidents, carelessness, or ignorance 
on the part of the physician. No matter how ethi- 
cal and cautious a physician may be in his pro- 


Director, Law Division, American Medical Asso- 
ciation, 

Presented before the Secretaries Conference of the 
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fessional and business relations with others, legal 
difficulties sometimes are inevitable. It has never 
been nor will it ever become our purpose to try 
to avoid responsibility for the physician in these 
cases; the patients involved deserve to be and 
should be compensated. That is why physicians 
carry professional liability insurance. 

However, as a result of a study of medical 
professional liability we have been conducting 
for the past two years, we have substantiated 
what we have felt for a long time to be the case: 
the vast majority of all professional liability 
claims and suits are not justly founded. If the 
present trend continues, and if physicians must 
become increasingly apprehensive of lawsuits, 
their own aggressive instincts will inevitably 
overcome their humanitarian and_ professional 
motivations in some measure. The physician then 
tends to give too much time to protecting 
himself and less to the care of his patient. He 
may hesitate fo assume responsibility in a case 
where the prognosis is poor. He will be inclined 
to omit the highly successful but slightly danger- 
ous medical procedures. Whether medically in- 
dicated or not, he will exhaust every established 
laboratory aid in every case and will, on the 
slightest provocation, bring consultants into the 
case. He will prefer to keep the patient in the 
hospital longer than is necessary. By these 
means, although the cost to the patient is in- 
creased, the hazard to the attending physician 
will be reduced. 

The evils of this situation are as important 
to an attorney and to the general public as they 
are to the medical profession. If the matter is 
approached properly with the legal profession, 
this fact will be apparent. Therefore, we have 
initiated an effort at the national level to ac- 
quaint attorneys with various facets of this sub- 
ject and would suggest that you consider a simi- 
lar approach at the state level. 

Before joining the legal staff of the AMA 
several years ago, I had the impression that 
physicians, like clergymen, seldom were involved 

in litigation. I have since learned that is not the 
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case. Physicians are familiar figures in the court- 
room today not only as medical witnesses but as 
litigants. Another fact, which you know better 
than I, is that there is a great reluctance on the 
part of physicians to become involved in legal 
affairs. 

The American Medical Association has been 
concerned with the so-called battle of the medi- 
cal experts in personal injury cases since 1914. 
In that year, a special committee of our House 
of Delegates suggested that medical opinion 
testimony be limited to experts called by the 
courts. The House of Delegates did not fully 
endorse this recommendation but suggested in- 
stead that an effort be made to solve the problem 
through co-operation with the American Bar 
Association. 

The fundamental reason why the problem was 
not solved in the ensuing 45 years, with or with- 
out the co-operation of the American Bar Asso- 
ciation, may have been the almost universal 
aversion of physicians to appear in court and 
testify in a lawsuit. It is unfortunate but true 
that the average physician’s attitude toward a 
court appearance was summed up in an article 
published in The Journal of the American Medi- 
cal Association by a man who is a physician and 
lawyer.’ He said, in part: 


“To the physician, the courtroom means wast- 
ing valuable time to give a carefully restricted 
opinion, necessarily based on inadequate ob- 
servation, for persons who cannot understand 
the details of the problems and who probably 
will not believe him anyway.” 

To the physician who thinks this way the 
typical trial lawyer is a silver-tongued oracle 
who delights in mortifying medical witnesses 
and who has a mysterious ability to wind judges 
and juries around his finger. Fortunately for all 
of us, this Perry Mason type of character exists 
almost exclusively in fiction, TV, and the movies. 
Physicians are amazed to find that most lawyers 
are quite human, with normal reactions, such as 
respect for a brother profession and a willing- 
ness to regard physicians as their partners in a 
joint venture — the administration of justice. 

‘eriously though, the physician’s reaction to 
th's situation has some logic and deserves seri- 
ous consideration. Most important is the funda- 
menial difference in the method of approach of 
lay and medicine so far as the discovery of truth 
is -neerned. The lawyer attempts to maintain 
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his position by argument and contention with op- 
posing counsel. His life is one of advocacy of 
causes; his object is to magnify his own argu- 
ments and belittle those of his opponent. 

The physician, on the other hand, works in 
the free and open atmosphere of the laboratory, 
hospital, sickroom, or private office. He demands 
a full and frank discussion and disclosure of all 
phases of a case. Finally, after all the pertinent 
facts have been collected, he correlates them and 
forms a judgment with reference to the illness. 
By training and practice, therefore, the whole 
tempo and attitude of the day-to-day experience 
of the physician and lawyer are totally different. 

The need for determining the extent of our 
medical testimony problems and for finding 
workable solutions is obvious when we realize 
that from 65 to 80 per cent of all litigation in 
our courts today requires some type of medical 
reports or testimony or when we consider that 
seven out of 10 personal injury cases are decided 
on medical rather than legal considerations. 

The American Medical Association is con- 
vinced that the role of the medical witness must 
not be played by only a few physicians. It is 
appalling to note the unprofessional and un- 
ethical action of the few physicians who have 
become professional witnesses for plaintiff and 
defense counsel. We consider this new medical 
specialty an injustice to the profession and to 
the public and intend to do our best to eliminate 
it. In this endeavor, we are seeking the active 
as you do that whenever a physician is testifying 
assistance of the legal profession, for we know 
improperly there is at least one lawyer encourag- 
ing and coaching him. 

We are convinced that to define and solve 
these problems, we must get around to the other 
point I mentioned — that is, to establish specific 
techniques for improving the rapport and under- 
standing between medicine and the law. Physi- 
cians and lawyers, as members of two great pro- 
fessions and as individuals must stop sniping 
at each other and concentrate on establishing 
a feeling of mutual trust and confidence. 

It has been my good fortune during the past 
few years, as Director of the Law Division 
of the American Medical Association, to be in 
an advantageous spot to observe interprofessional 
activities and to assess their effectiveness. It is 
my observation that the working relationship 
between physicians and attorneys during the past 
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12 to 18 months has improved and this improve- 
ment has not happened by accident. One of the 
most important factors in this improved relation- 
ship is the promulgation of interprofessional 
codes, 

The Cincinnati Bar Association and the Cin- 
cinnati Academy of Medicine were among the 
first groups to adopt formally an interprofes- 
sional code. Following their leadership, over 25 
other cities and states have either adopted or are 
actively studying such a document. In general, 
the codes that have been adopted, contain pro- 
visions relating to written reports to be furnished 
by the physician ; conferences between physicians 
and attorneys prior to trial; arrangements made 
in advance for the physician to testify; the con- 
duct of a physician while on the witness stand ; 
and the compensation paid. 

While it is generally acknowledged that these 
codes will not, in and of themselves, eliminate 
interprofessional friction, they provide the basis 
for a frank discussion of the existing problems 
and a set of ground rules which, if enforced, 
would bring improvement. 

Two months ago at the American Medical 
Association’s annual meeting in San Francisco, 
our House of Delegates adopted a “National 
Interprofessional Code for Physicians and At- 
torneys.” This same Code was adopted by the 
House of Delegates of the American Bar Asso- 
ciation. It is very much like many of the other 
codes that had been adopted. There are sections 
dealing with medical reports, conferences of 
physicians and lawyers, the issuance of sub- 
poenas for medical witnesses, fees for the serv- 
ices of a physician relative to litigation, and the 
payment of medical fees. In addition, it contains 
what I consider to be a most important new 
provision — namely, a section relating to the 
handling of a complaint or criticism by a mem- 
ber of one profession against the other. 

Recently we have witnessed the public airing 
of criticisms and complaints by members of one 
profession against the other. These remarks have 
provided headlines and good copy for newspapers 
and periodicals and have given the authors na- 
tion-wide publicity. But they have in no way 
enhanced either profession in the public’s eye 
or improved interprofessional relations. 

An example of this is a talk given by a physi- 
cian at a meeting held in Los Angeles. The 
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New York Times reported that the physician in 
question compared all lawyers to “Brooklyn cow- 
boys with blank cartridges who brutally attempt 
to undermine the testimony of medical expert 
witnesses for the sole purpose of making money.” 
He said he spoke from 20 years of personal ex- 
perience on the witness stand in the hands of 
attorneys whose purpose was to “aid in the hold- 
up and run with the loot.” 

That talk, bad as it was, may well have been 
provoked by an article entitled, “Is Medicine 
Above the Law?” which appeared in Medical 
Economics. The author is an attorney from Cali- 
fornia who for years had dedicated much of his 
time to the purveyal of highly inaccurate and 
detrimental propaganda concerning the medical 
profession. 

Fortunately the persons responsible for these 
unrestrained remarks are exceptions to the rule. 
It is obvious to most members of our professions 
that an honest effort has been made during the 
past few years to improve the application of 
medical science to the administration of justice. 

The medical profession is willing to admit 
that in the practice of their profession, human 
errors are made. It realizes also that physicians 
need to be educated to their responsibility to 
testify in court in various types of cases. It is 
necessary to make a closer review of medical 
testimony of the type that is solicited and pre- 
sented, on occasion, for plaintiffs and defendants. 
All agree that a better rapport between the legal 
and medical professions is an absolute necessity. 
It is equally obvious that the mere existence of 
these facts and the need for improvement falls 
far short of the medical conspiracy that has been 
so glibly and irresponsibly alleged by some. 

The American Medical Association, the Amer- 
ican Bar Association, and many of the state and 
local medical and legal societies are just now 
becoming sufficiently acquainted with the mutu- 
al problems of medicine and law to initiate con- 
crete efforts at better understanding. The suc- 
cess of these efforts requires the assistance of all 
ethical and honest physicians and attorneys in 
the best interests of the public as well as the 
profession. I hope that the efforts in this field at 
the state and county level will be accelerated and 
that physicians will call on us at the American 
Medical Association if we can assist in any way. 
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CASE REPORTS 





Acute 


Carbon Tetrachloride Poisoning 


I. L. ScHWEITZER M.D., FREEPORT 


A cute carbon tetrachloride poisoning is a med- 

ical problem that deserves periodic re- 
emphasis. Smetana’ analyzed 141 cases from the 
literature in 1939 and Hardin’ collected an 
additional 70 cases between 1939 and 1953. Re- 
ports and editorials in the more recent litera- 
ture**° indicate the rate of acute poisoning 
remains excessive and missed or delayed diag- 
nosis is still common. 

Carbon tetrachloride is used widely: in indus- 
try as a degreaser and solvent; in the home as 
a dry cleaning agent, fire extinguisher, dry hair 
shampoo, and antihelminthic; and on the farm 
in the fumigation of grain and silage. 

The diagnosis of carbon tetrachloride poison- 
ing frequently is missed because a history of 
exposure is not obtained. This is sometimes due 
to the patient’s confusion and sometimes to the 
physician’s not keeping this possibility in mind. 
Signs and symptoms usually point to renal and 
hepatic injury. Jaundice, abdominal pain, cos- 
tovertebral angle pain, oliguria, renal casts, and 
albuminuria are most common but pulmonary 
edema, diverse hemorrhagic phenomena, and 
signs of cerebral edema oceur also. 

This is the report of six patients with acute 
carbon tetrachloride poisoning. Four were poi- 
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soned while cleaning equipment in a small room 
and two while fumigating a farm silo. 

Case 1: This 22 year old white male felt well 
until two days before admission when he became 
somewhat tired and dizzy. The following day he 
developed crampy abdominal pain, nausea, and 
vomiting. Pain persisted and on the morning 
of admission he collapsed while getting out of 
bed. 

Physical examination on admission revealed 
a moderately ill white male who was somewhat 
confused but oriented as to time and place. The 
blood pressure was 170/120, the pulse 60, and 
the temperature 100.2 degrees F. There was 
epigastric, suprapubic, and bilateral costoverte- 
bral angle tenderness. The remainder of the ex- 
amination was essentially negative. 

During the first night the patient had massive 
hematemesis. The total vomitus was 2,000 ce. 
with an estimated 1,000 ce. of bright red and 
dark clotted blood. The blood pressure fell to 
110/60, the pulse rose to 120, and the hemoglobin 
was 12.5 gm.% with a hematocrit of 36%. Only 
25 ce. of urine was excreted during the night. 
Urinalysis revealed a specific gravity of 1.012, 
albumin 4 plus, and many erythrocytes, leuco- 
cytes, and granular casts per high power field. 

The next morning the patient’s co-worker was 
admitted with a similar syndrome and a clear 
history of carbon tetrachloride exposure. It was 
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then learned that the patient had cleaned equip- 
ment with carbon tetrachloride in a small room 
for about eight hours the day before his illness 
began. The patient denied alcohol intake either 
before or subsequent to exposure. 

Treatment consisted of daily infusions of 10 
per cent glucose in water, the amount based on 
the urine output plus vomitus and estimated 
insensible fluid loss. There was no further 
hematemesis but the stools remained black for 
seven days. The blood pressure rose to 150/90 
and remained in that range until the 14th day 
when it gradually fell to 130/80. Recurrent 
abdominal pain, nausea, and occasional emesis 
persisted for seven days. ‘The 24 hour urine out- 
put varied from 110 to 320 cc. until the seventh 
day when he excreted 1,170 cc. Diuresis increased 
until the 13th day when a maximum of 4,150 ce. 
was excreted. The NPN rose to a peak of 184 
mgm.% on the seventh day and returned to 
normal gradually. All symptoms subsided with 
the onset of diuresis. PSP excretion, urea clear- 
ance, and urine concentration-dilution tests were 
normal by the third week. 


COMMENT 


This case of carbon tetrachloride poisoning 
presents the following features of interest. 

A. Diagnosis was not made initially because 
the history was not taken in enough detail. 
Though the patient was questioned in a general 
manner regarding exposure to toxic products, 
the use of carbon tetrachloride as a cleaning 
agent was not specifically inquired into and the 
clew was missed. 

B. Massive hemateniesis dramatically domi- 
nated the early hospital course. 

C. The typical evolution of acute renal failure 
with tubular necrosis occurred and responded to 
careful medical management. 

Case 2: This 32 year old white male was 
exposed to carbon tetrachloride for about four 
hours three days prior to admission. Two days 
prior to admission he developed diffuse crampy 
abdominal pain and frequent emesis containing 
flecks of blood. Symptoms persisted and _ his 
urine became brown. Alcoholic intake was denied. 

Physical examination on admission revealed 
a moderately ill white male. The blood pressure 
was 160/100, the pulse 100, and the temperature 
99 cegrees F. There was moderate tenderness 
over both costovertebral angles. The liver edge 


148 


was not palpable but some tenderness was noted 
beneath the right costal margin. There was sligh 


scleral icterus. Urinalysis revealed many eryth- 
rocytes and leucocytes per high power field, 
albumin 3 plus, and many granular casts. The 


NPN was 108 mg.% and the BUN 68 mg.%. 
The serum bilirubin was 1.2 mg.%, the thymol 
turbidity 6 units, and the cephalin flocculation 
2 plus. 

The patient continued to have abdominal pain, 
nausea, and headache during the first hospital 
week. During this period his 24 hour urine out- 
put varied from 10 to 700 ce. and his NPN rose 
to 126 mg.%. He was treated with controlled 
infusion of 10 per cent glucose in water and 
electrolyte restriction. By the ninth day moder- 
ate diuresis ensued and was followed by a steady 
decrease in symptoms. Scleral icterus persisted 
till the 11th day. The liver function tests re- 
turned to normal by the end of the second week 
and the PSP, NPN, urea clearance, and con- 
centration-dilution tests were normal by the end 
of the third week. His blood pressure stabilized 
at 140/90 during the second week. 


COMMENT 


This case represents carbon tetrachloride poi- 
soning with evidence of both renal and hepatic 
injury of moderate degree. Healing occurred 
rapidly with conservative medical management. 

Case 3: This 28 year old white male cleaned 
equipment with carbon tetrachloride in an 
unventilated room for about 50 minutes. A few 
hours later he developed headache, sweating, 
generalized abdominal pain, bilateral flank pain, 
and vomiting. Physical examination was nega- 
tive except for minimal, generalized abdominal 
tenderness and bilateral costovertebral angle 
tenderness. Laboratory studies including hemo- 
gram, multiple urinalyses, and liver and kidney 
function tests were normal. All signs and symp- 
toms resolved within 48 hours. 

Case 4: This 21 year old white male cleaned 
equipment for about 30 minutes in an unventi- 
lated room with carbon tetrachloride. The fol- 
lowing day he suffered malaise, general muscular 
aching, and pain in abdomen and back. Physical 
examination was negative except for mild, dif- 
fuse, abdominal tenderness and bilateral costo- 
vertebral angle tenderness. Laboratory studies 
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including hemogram, urinalysis, and liver and 
kidney function tests were normal. The patient 
felt entirely well and all physical signs resolved 
within 36 hours. 

Case 5: This 64 year old white male devel- 
oped nausea, dizziness, and weakness while fumi- 
gating a farm silo with carbon tetrachloride. 
Physical examination was negative except for 
moderate toxicity and dehydration. Hemogram 
and urinalysis were normal. He vomited four 
times the first hospital day and twice on the sec- 
ond but there was no hematemesis. He was 
treated with glucose in water infusions and 
recovered rapidly after the second hospital day. 

Case 6: This 60 year old white male developed 
nausea, vomiting, headache, and confusion and 
then collapsed while fumigating a farm silo with 
carbon tetrachloride. Physical examination was 
negative except for moderate confusion. A hemo- 
gram and urinalysis were normal. The patient 
vomited once the first hospital day but was 
asymptomatic and mentally clear by the second 
day. 


COMMENT 


Cases 3 through 6 represent mild carbon 
tetrachloride poisoning. Physical findings were 
variable and laboratory examinations were nor- 
mal. In such cases diagnosis rests entirely on 
the history. Many such cases remain undiagnosed 
and many more do not even seek medical aid. 
Therefore, reported cases probably represent but 
a fraction of the true incidence of carbon 
tetrachloride poisoning and effective education 
of the public regarding the danger of this chemi- 
cal is in order. 


DISCUSSION 


Symptoms of carbon tetrachloride poisoning 
may be divided into the immediate and the de- 
layed. Immediate symptoms occur within an 
hour or two after exposure and are due to the 
direct toxie effect of the chemical. Dizziness, 
headache, nausea, and vomiting are most com- 
mon as illustrated in cases 3, 5, and 6. Delayed 
symptoms appear one to three days after expo- 
sure and are due to the organ-system damage 


resulting from the poisoning. Oliguria, jaun- 
dice, abdominal pain, and hemorrhage are most 
common as demonstrated in cases 1 and 2. Acute 
renal failure due to carbon tetrachloride is clin- 
ically and pathologically identical to tubular 
necrosis following shock, erush injuries, hemo- 
lytic transfusion reactions, and other renal tu- 
bular injuries. 

Treatment consists of limiting fluid adminis- 
tration to the amount of fluid lost via urine ex- 
cretion, vomiting, and diarrhea plus the esti- 
mated fluid lost via perspiration and respiration. 
Electrolytes should be severely restricted in an 
attempt to prevent edema and hyperkalemia. If 
renal failure is severe or progressive, extrarenal 
dialysis with the artificial kidney may be life 
saving.® Hepatic injury may vary from minimal 
centrilobular to massive total necrosis. Treat- 
ment is mainly supportive, with adequate carbo- 
hydrate and vitamin administration. Hemor- 
rhage probably is due to a combination of azo- 
temia, hepatic insufficiency with hypoprothrom- 
binemia, and a direct toxic effect on the smaller 
blood vessels. Blood replacement is indicated ac- 
cording to the amount of blood lost and the 
clinical picture. 


SUMMARY 


Six patients with acute carbon tetrachloride 
poisoning are reported. Massive gastrointestinal 
hemorrhage, renal tubular necrosis, toxic hepatic 
necrosis, and immediate symptoms were mani- 
fested. The practicing physician should play an 
active role in effective public education which 
can reduce the incidence of this disease. 
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Bleeding Esophageal Varices 


Moderator: 

Rospert J. FREEARK, M.D. 
Director of Surgical Education, 
Cook County Hospital 


Discussants: 

Joun Tosin, Jr., M.D. 

Associate Professor of Medicine, Stritch 
School of Medicine of Loyola University; 
Education Department, Cook County Hos- 
pital 


Donavp D. Kozo, M.S., M.D. 
Attending Surgeon, St. Francis Hospital, 
Evanston, and Cook County Hospital 


Dr. Robert J. Freeark: Elevation of the pres- 
sure in the portal vein and its tributaries gives 
rise to a host of medical and surgical problems 
that are all too frequent in the wards of a large 
charity hospital. While portal hypertension may 
occur as a result of interference of venous flow 
into or out of the liver, the majority of these 
cases result from interference of venous flow 
within the liver. The underlying disease is most 
often Laennec’s cirrhosis and its pathogenesis is 
ususally related to chronic alcoholic excesses. 

The most dramatic and challenging of the 
many consequences of this portal venous block 
is the development of varicose veins in the lower 
end of the esophagus as the body attempts to 
bypass the liver by shunting portal blood into 
the azygos and caval system. The rupture of these 
varicose veins results in gastrointestinal bleeding 
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of fantastic proportions and constitutes a meta- 
bolic insult that the cirrhotic patient has dif- 
ficulty in surviving. 

It is with the specific problem of bleeding 
esophageal varices that we would like to concern 
ourselves today. Its combined medical-surgical 
aspects are reflected in our selection of discus- 
sants. Dr. John- Tobin was a logical choice. He 
is an outstanding internist with a comprehensive 
knowledge of liver disease, hemorrhagic disor- 
ders, and the metabolic derangements they precip- 
itate. In addition, he heads the blood bank at 
this institution and no one deals more directly 
with this problem than the man charged with 
keeping that bank filled up. After treating a se- 
ries of cases of bleeding varices with the Sengs- 
taken-Blakemore tube, Dr. Tobin has been re- 
sponsible for the reorganization of our thinking 
on the efficacy of this tube. 

As will be discussed this tube consists of a 
series of soft inflatable balloons that upon in- 
sertion into the esophagus and careful position- 
ing, can be utilized to compress the esophageal 
veins and arrest their bleeding. Several years ago 
two of our surgical residents, Dr. Joseph T. 
Sheridan and Dr. Robert Baker, utilized this 
method in the treatment of some 58 consecutive 
cases of bleeding esophageal varices. Not one of 
this group left the hospital. The majority of 
them stopped bleeding but they quickly fell prey 
to other difficulties and died, usually in hepat- 
ic failure. 
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Dr. Tobin’s record with a series of these cases 
is much better and he has convinced us of the 
potential benefits and salvage of this method of 
therapy. 

Dr. Tobin’s enthusiastic efforts on behalf of 
these patients were antedated at this institution 
by a member of our surgical staff. For many 
years Dr. Donald D. Kozoll has worked tirelessly 
in the investigative and therapeutic aspects of 
this problem. He is the author of a wealth of 
surgical literature on diseases of the liver and 
biliary tract, and for many years was our sole 
proponent of surgical therapy for the problem 
under discussion. While an outstanding and 
capable technician, few surgeons can bring to 
this discussion a comparable background and ex- 
perience in the problem of the bleeding esopha- 
geal varix. 


CASE HISTORY: 


Dr. Richard Grossman (Surgical Resident) : 
This 61 year old white male was admitted to 
Cook County Hospital on May 29, 1959, because 
of massive hematemesis beginning one hour prior 
io admission. An accompanying relative stated 
ihat the patient had been a chronic alcoholic for 
many years with recent increase in consumption. 
For the week prior to admission he had been 
institutionalized for an alcoholic “cure.” The 
present episode began one day following dis- 
charge from that institution. There was a ques- 
tionable episode of hematemesis two months 
earlier, and the patient asknowledged intermit- 
tent rectal bleeding for the past two months at- 
tributed to hemorrhoids. 

On physical examination there was dry and 
fresh blood in the mouth but the patient ap- 
peared in no distress. His blood pressure was 
156/74 mm. Hg, pulse rate 120 per minute and 
temperature 98.6° F. rectally. He was well de- 
veloped and well nourished with none of the 
usual stigmata of cirrhosis. There was a ques- 
tionable icteric tint to the skin. The liver was 
7.5 em. below the costal margin and not tender. 
The spleen was readily palpable 5 cm. below the 
ri) cage. There was no evidence of ascites, and 
the remainder of the physical examination was 
not remarkable. 

“Laboratory study revealed a hematocrit of 35 

cent, prothrombin time 40 per cent of nor- 
mal, and the urine contained urobilinogen + + 
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+-+ without other abnormalities. The liver pro- 
file revealed the following: 


Total protein 
Albumin 


Alkaline phosphatase 
Cephalin flocculation 
Thymol turbidity 
Gamma globulin 


2.4 units 
1.1 gm.% 


The patient was admitted at 6 a.m. and about 
an hour later vomited approximately 1,000 ce. 
of bright red blood. A Sengstaken- Blakemore 
tube was introduced into the stomach through 
the nose and the balloons inflated (see diagram 
in Figure 1). The patient was given 3 units of 
blood. His general condition remained stable 
with only minimal bloody return from the stom- 
ach until 8 a.m. the next day. 'Throughout this 
day after admission the gastric return was free 
of blood. Twenty-four hours later we deflated 
the esophageal balloon and massive bright red 
bleeding quickly ensued. We filled the balloons 
a second time with prompt arrest in bleeding. 
The patient was seen by the attending staff at 
2 p.m. the following day and when bleeding 
recurred with a second attempt at deflation, sur- 
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gery was advised. At 10 p.m. that night he was 
taken to the operating room. Prior to surgery he 
had received neomycin, milk of magnesia, and 
repeated enemas in an effort to empty the intes- 
tines of blood and reduce the bacterial produc- 
tion of ammonia. 

Dr. Freeark: Dr. Tobin, this patient was a 
unique County cirrhotic — he looked in good 
shape. His genera] condition was far better than 
any cirrhotic with bleeding that I have seen. The 
diagnosis seemed obvious on the basis of the his- 
tory and physical findings, and he was therefore, 
a fairly clear-cut problem in therapeutics, unlike 
many of our gastrointestinal bleeders. How would 
you proceed in such a case? 

Dr. John Tobin: You are all aware that mas- 
sive upper gastrointestinal hemorrhage sufficient 
to produce hematemesis and hemorrhagic shock 
is a grave medical emergency in any patient, but 
the gravity of the problem is magnified in the 
patient with cirrhosis of the liver. My interest 
in this problem has been stimulated by its fre- 
quency, its mortality rate, and the tremendous 
blood bank deficits which seem to accrue to our 
service whenever we receive more than our share 
of such patients. 

The cirrhotic patient with hematemesis suc- 
cumbs not only from exsanguination and hemor- 
thagic shock but from hepatic coma. The pa- 
tient’s hemorrhage may cease and hemorrhagic 
shock may be successfully treated, but without 
additional therapy his diseased, anoxic liver is 
cverwhelmed by the sudden increment of nitrog- 
enous substances in the portal circulation. These 
nitrogenous substances are the products of prote- 
olytic digestion of whole blood in the gastro- 
intestinal tract. It is obvious that any effective 
plan of management must establish the diagnosis, 
control the hemorrhage, and prevent hepatic 
coma. 

Westphal, in 1930, was the first to control 
hemorrhage from esophageal varices by tampon- 
ade. Rowntree, Zimmerman, Todd, and Ajac de- 
scribed the first successful application of this 
technique in the United States in 1947. Subse- 
quent publications by Patton and Johnson; 
Sengstaken and Blakemore; Reynolds, Freeman 
and Windsor; and Nachlas have all championed 
and popularized esophageal tamponade. These 
authors are agreed that if the tube is properly 
placed, esophageal tamponade not only controls 
hemorrhage from esophageal varices but enables 
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one to distinguish quickly esophageal from post 
esophageal hemorrhage. This observation is 0: 
particular interest to us, since in cirrhotic pa- 
tients, there is a high incidence of bleeding peptic 
ulcer (15 to 20 per cent). We were encouraged 
by these observations and, despite the admoni- 
tions which are contained in several articles de- 
voted entirely to the complications of the use of 
esophageal tamponade—we have devised a plan 
of therapy which has been altered by experience 
and emerges in its final form as follows: 


I. METHOD 
A. Material 
. Sengstaken-Blakemore tube. 
. Silicone jelly. 
3. Surgical lubricant. 
4, Glass Y-tube. 
5. Anaeroid manometer. 

3. A 50 ml. syringe with adaptor 

. Hemostats (two) 

. Sponge rubber pad. (4 x 4 ems.) with a 
central hole for the Sengstaken-Blake- 
more tube. 

9. Adhesive tape. 


I]. PROCEDURE 

A. If the patient is unusually restless and agi- 
tated, he may be sedated by a small dose 
of Demerol® or Sparine®. Caution: Cir- 
rhotie patients tolerate such medications 
poorly. A minimal effective dose should be 
given. 

. Pass the Sengstaken-Blakemore tube 
through the sponge rubber pad, sliding the 
pad to the upper end of the tube. 

(. Coat the lower 40 cm. of the Sengstaken- 
Blakemore tube with silicone jelly and al- 
low to dry. Dip the lower portion of the 
Sengstaken-Blakemore tube in surgical lu- 
bricant and pass the tube through the nose 
into the nasopharynx. If the patient is able 
to co-operate, ask him to sip water through 
a straw, and simultaneously pass the tube 
into the esophagus. Pass the tube until the 
40 cm. mark is at the nares. 

. Inflate the gastric balloon with 200 ml. of 
air and withdraw the tube until a steady 
tension can be exerted. Slip the sponge rub- 
ber pad down the tube to the nose and tape 
around the tube and over the pad to hold 
the tube firmly in place. 
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Kl. Inflate the esophogeal balloon with air fuf- 


through a glass Y-tube. 

". Clamp both the gastric and esophageal 
lumens of the tube with hemostats. 

+. Irrigate the stomach with tap water until 
the washings are returned clear or until 
you are satisfied that the bleeding is post- 
esophageal. If the bleeding is postesophag- 
eal, deflate both the gastric and esophag- 
eal balloons and leave the tube in place. 
Your surgical consultant should be called. 
If the bleeding is believed to be from var- 
ices, leave the balloons inflated. 

. The following medications should be ad- 
ministered promptly : 
. Oxygen. 

2. Anti-cholingeric drugs. 

3. Saline catharic. 

4. Neomycin—1 gram, 4 times a day. 

5. Cleansing enemas, daily. 

6. Whole blood. ‘ 
When the tube has been in place for a pe- 
riod of 24 hours, the gastric and esophag- 
eal balloons are deflated but the tube is 
not removed. The patient is observed care- 
fully for recurrence of bleeding. If bleed- 
ing recurs, the gastric and esophageal bal- 
loons are re-inflated, and the surgical con- 
sultant is called. The gastric and esophageal 
balloons remain inflated for another 24 
hours. They are then deflated and a second 
period of observation follows: 

J. When the gastric and esophageal balloons 
have been deflated for a period of 24 hours 
with no recurrence of bleeding, the tube 
is withdrawn. This must be done with care. 
The patient is given 2 oz. of mineral oil 
to swallow around the tube approximately 
30 minutes before it is withdrawn. 

A total of 30 patients have been treated by 
this method ; all had clinical and laboratory evi- 
dence of parenchymal liver disease. Significant 
signs and symptoms were: 
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Splenomegaly 
Spider angiomata 
Liver palms 


A liver profile consisting of a total protein, 
albumin, globulin, cephalin-flocculation, thymol 
turbidity, gamma globulin turbidity, alkaline 
phosphatase, total cholesterol, and icteric index 
was available in 23 of 30 patients. The determi- 
nations in all instances were compatible with the 
diagnosis of severe parenchymal liver disease. 

Fifteen patients were admitted to the hospital 
with hematemesis and 15 patients began to 
hemorrhage while in the hospital under treat- 
ment for alcoholism or other intercurrent infec- 
tion. It is of interest that in eight of the hospi- 
talized cases, hematemesis began a minimum of 
14 days after hospitalization, and at a time when 
they were considered remarkedly improved with 
regard to their admitting illness. 

1. What is the efficiency of esophageal tamponade 
in diagnosis ? 

All 30 patients had evidence of parenchymal 
liver disease. However, in five instances the 
tube diagnosis was postesophageal bleeding. 
All five of these patients subsequently were 
proved to be hemorrhaging from peptic ulcer. 
Three of these individuals died within 12 
hours after admission to the hospital and were 
studied by postmortem examination. 'Two of 
these individuals were transferred to surgery, 
one died following gastric resection, and the 
other survived. he bleeding peptic ulcers 
comprised 16.6 per cent of the series. 

When the differential diagnosis of hemate- 
mesis is discussed, three procedures are com- 
monly advised as being of value in diagnosis. 
The BSP determination, if we were utilizing 
it to distinguish between bleeding esophageal 
varices and peptic ulcer, obviously would have 
been of no value in any of the 30 patients 
in this series. The second advised procedure 
is esophagoscopy. This is of obvious value in 
many patients; however, severe hemorrhagic 
shock and delirium may render the procedure 
extremely dangerous or impossible. Further- 
more this presumes that the patient would 
always be admitted at a time when a compe- 
tent endoscopist was available. The third pro- 
cedure which has been advised is emergency 
gastrointestinal fluoroscopy. This procedure 
again is of obvious value in some patients. The 
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objections to its use routinely are similar to 
the objections cited above for esophagoscopy. 
What is the efficiency of esophageal tampon- 
ade in controlling hemorrhage ? 

In 20 of 25 patients with bleeding esophag- 
eal varices, there was prompt marked diminu- 
tion in the rate of hemorrhage following eso- 
phageal tamponade. In five instances, there 
was a prompt and decided decrease in the rate 
of bleeding but oozing continued for varying 
periods of time. 


’. What is the efficiency of esophageal tampon- 


ade in diminishing wastage of whole blood ? 

The average quantity of whole blood uti- 
lized to combat hemorrhagic shock in the in- 
dividuals of this group was 2000 cc. It is 
important that the patient’s blood volume and 
hematocrit be restored without the infusion 
of massive amounts of stored whole blood. 
You must remember that stored blood is not 
a completely physiologic substance. If a sam- 
ple of our stored blood were sent to the De- 
partment of Chemistry for routine analysis, 
the report would be returned stating that the 
patient must be deceased, since the pH 
equalled 6.8 and the potassium concentration 
equalled 10 to 15 milliequivalents per liter. 
In addition, we know that the ammonia con- 
tent of stored blood exceeds that of fresh 
blood, and that certain essential coagulation 
factors (platelets, AHG, and labile factor) 
diminish the longer whole blood is in storage. 


4. What is the efficiency of this plan of therapy 


in the management of bleeding esophageal 
varices ? 

a. Four patients died within 24 hours of 
the onset of hematemesis. Three of these 
individuals died of hemorrhagic shock 
and one of pulmonary edema consequent 
to the ill-advised rapid infusion of three 
units of whole blood. 

Four patients died 24 to 48 hours after 
the onset of hematemesis. In two pa- 
tients, death ensued despite the fact that 
there was no recurrence of bleeding fol- 
lowing the deflation of the esophageal 
and gastric balloons at 24 hours. One of 
these individuals died of intractable hem- 
orrhagic shock and the second died of 
massive hemorrhage when the patient 
forcibly removed the deflated tube. Two 
patients died of intractable hemorrhagic 


shock with both the gastric and the eso- 
phageal balloons inflated. There had 
been recurrence of bleeding with defla- 
tion of the balloons at 24 hours. 

. Seven patients died 48 to 96 hours after 
the onset of hematemesis. Three of thes: 
individuals died in hepatic coma with 
the Sengstaken-Blakemore tube removed, 
There had been no recurrence of bleed- 
ing following its removal. Three of these 
individuals died of massive hemorrhage. 
In one instance, the patient forcibly re- 
moved a deflated tube precipitating 
the hemorrhage. The tube had_been left 
in place because oozing which had fol- 
lowed deflation of the esophageal and 
gastric balloons at 24 hours. In two 
instances, the massive hemorrhage oc- 
curred 72 to 96 hours after the original 
hematemesis. The tube had been deflated 
at 24 hours without recurrence of bleed- 
ing and removed at 48 hours without 
recurrence of bleeding. The seventh pa- 
tient died of hepatic coma. His tube was 
inflated at the time of death, since recur- 
rent bleeding had followed each attempt 
to deflate the esophageal and gastric bal- 
loons. - 

Thus, in 25 cases of bleeding esophageal var- 
ices, 15 patients died within 96 hours of the on- 
set of hematemesis. The mortality rate was 60 
per cent. Of the remaining 10 cases, four died 
within a one month period, two of hepatic coma 
and two of massive hemorrhage while awaiting 
definitive surgery—that is, portacaval shunt. In 
three patients, successful portacaval shunts were 
performed and in three instances, the patients 
refused surgery and signed themselves out of the 
hospital, and have been lost for follow-up. 

Tt is our belief that esophageal tamponade is 
a mechanical procedure which can only accom- 
plish three objectives in the therapy of bleeding 
esophageal varices; aid in diagnosis, control of 
bleeding, and decrease in the wastage of whole 
Llood. Esophageal tamponade has accomplished 
these objectives in our series. 

The chief disadvantage of esophageal tampon- 


ade in our experience is the tendency of secre- 
tions to accumulate in the upper esophagus and 
posterior pharynx, when the esophageal balloon 
remains inflated, This has necessitated the pe- 
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riodic suction of the pharynx, particularly in 
the comatose patient. 

The major complication of esophageal tam- 
ponade in this series was the forcible removal 
of the Sengstaken-Blakemore tube by the dis- 
oriented patient; this invariably results in re- 
newed hemorrhage. This was a complication in 
‘wo of our patients early in our experience with 
the technique. It did not occur in the last 16 
patients treated. A commonly described compli- 
cation is ulceration of the esophagus. Such ulcer- 
ations have been described by many authors after 
as little as 48 to 72 hours of esophageal tampon- 
ade. On the other hand, it has been reported that 
a patient has had esophageal tamponade inter- 
mittently for as long as six weeks without ulcera- 
tion of the esophagus. This complication appar- 
ently is not directly related to the duration of 
esophageal tamponade and perhaps is more re- 
lated to the nutritional status of the patient. We 
did not have any esophageal ulcerations in those 
patients in our series who came to post mortem 
examination. We believe that it is wise to deflate 
the balloons each 24 hours for a period of obser- 
vation; this may prevent esophageal ulceration 
which seems to be common in the series reported 
from other institutions. 

The limitations of esophageal tamponade are 
two: 

First, it is not a definitive form of therapy 
but an emergency one. Four of our patients died 
of sudden massive recurrent hemorrhage; each 
of these individuals had responded satisfactorily 
to the plan of therapy. In two patients, the recur- 
rent hemorrhage took place 72 to 96 hours fol- 
lowing their initial hematemesis, and in two pa- 
tients there was recurrent hemorrhage three and 
four weeks after their initial hematemesis, while 
they were awaiting definitive therapy. 

Second, it is obvious that esophageal tampon- 
ade cannot in itself prevent hepatic coma, and 
any efficient program of therapy for bleeding 
esophageal varices must include measures which 
are designed to prevent or minimize the danger 
of hepatic coma. 

This is our program of management. It has 
gained some measure of success but certain prob- 
lems remain unsolved. One of the most difficult 
is the decision as to when to perform definitive 
surgery. The patient you have presented falls in 
that group. If the tube cannot be deflated with- 
oul prompt recurrence of bleeding, and his gen- 
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eral condition premits, I would recommend oper- 
ative intervention. 

Dr. Grossman: I was pleased to hear your re- 
marks about decubiti ulcers from the tube. We 
argued long and hard about their likelihood in 
this patient. 

Dr, Freeark: The use of the term “ulcer” in 
these patients requires definition. They can occur 
on the sacrum, the old familiar “bedsore,” be- 
cause of the poor nutritional state of these pa- 
tients. They may also develop a decubitus ulcer 
from the pressure of the balloons on the esophago- 
gastric mucosa, and a third ulcer may arise at 
the external nares where the tube is drawn tight- 
ly against the nose in fixing it to the face. Lastly, 
there is considerable evidence that patients with 
cirrhosis, both before and after surgery, are 
predisposed to the development of gastric and 
duodenal ulcer. I might add that the same is true 
of the internist and surgeon charged with the 
care of these patients. 

It should be obvious that Dr. Tobin has done 
a great deal to improve the status of these pa- 
tients at Cook County Hospital. His knowledge 
of the medical management and preparation 
for surgery is greatly appreciated and_ it 
places a responsibility on the surgical depart- 
ment to match his enthusiasm and provide defini- 
tive treatment for these patients. 

Dr. Kozoll, what should we have done for this 
patient and what has surgery contributed to the 
problem in general ? 

Dr. Donald D. Kozoll (Attending Surgeon :) 
I believe that this cases demands surgical ex- 
ploration and I would heartily endorse an at- 
tempt at emergency portacaval shunt. Such treat- 
ment may seem heroic but the logic behind this 
surgery is based upon bitter experience. In a 
pathologic anatomical study which Dr. James 
Kane did in this institution on the etiology of 
gastrointestinal hemorrhage, esophageal varices 
comprised approximately 30 per cent of the fa- 
talities which were attributed to hemorrhage. 
Duodenal ulcer comprised about 25 per cent and 
gastric ulcer 20 per cent. These figures are com- 
patible with those of other municipal charity 
institutions. Obviously, private and veterans hos- 
pitals will not record comparable data, and in 
evaluating this problem we have to bear in mind 
the institution and the type of patient with 
which we are dealing. A slightly different ap- 
proach to the seriousness of the problem is re- 
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flected in a survey made of patients with cir- 
rhosis and gastrointestinal bleeding. The case 
fatality rate approaches 75 per cent. What hap- 
pened to the survivors following their discharge 
from the hospital, we are not sure, but I am 
certain that if we had the time and facilities to 
follow them accurately, the fatality rate would 
be even higher. In short, we have a serious prob- 
lem. If you make hospital rounds regularly, and 
face these people on the wards, you realize that 
you cannot do the same thing year after year. 
It is difficult to create much enthusiasm among 
our senior colleagues for the operative treatment 
of bleeding varices. It is certainly not highly 
rewarding surgery in the type of patient we en- 
counter in this institution but we have had a 
few successes in our initial surgical cases and 
we are encouraged to continue. 

Why do I feel that this patient should have 
emergency portacaval shunt when he bled upon 
the second deflation of the gastric and esophageal 
halloons? I learned earlier today that this man 
was a wine drinker and wine drinkers do not 
have the nutritional deficits that the usual alco- 
holics have. Wine drinkers are in better condi- 
tion. The physician is often perplexed when he 
encounters a patient with cirrhosis and good 
nutritional status. Pointed questions often will 
reveal an atypical drinking pattern. I recently 
encountered a cirrhotic patient whose wife vol- 
unteered that the first thing this individual did 
each morning was to drink a glass of wine and 
then a glass of beer. This type of individual 
usually eats with his drink and does not rely 
upon the alcoholic spirits for all of his calories. 
I suspect that this patient was in relatively good 
condition because he was a wine drinker. 

The other thing that impressed me was that 
he had no evidence of ascites. An ascitic patient 
is not the ideal candidate for any operation. If 
the cirrhotic does not respond to the treatment 
for ascites, I do not wish to operate. The pres- 
ence of jaundice, either clinical or chemical, is 
disturbing. The level of the icteric index was 
not great in this patient and in view of the other- 
wise satisfactory liver profile, may have rendered 
surgery hazardous but does not contraindicate it. 

If we elect to operate, what procedures are 
available? 

The aforementioned operation of portacaval 
shunt in which the portal vein blood is led off 
directly into the inferior vena cava and bypasses 
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the liver is unquestionably the most effective pro- 
cedure in preventing further hemorrhage. [ Fig- 
ure 2.] It is unfortunately the most trying upon 
the patient and his surgeon. 

Some have elected to attack the problem more 
directly and have ligated the veins in the esoph- 
agus much as we do for hemorrhoids that are 
bleeding. This has been done through an ab- 
dominal or a transthoracic approach. In our 
experience the patients do not tolerate a pro- 
longed thoracic procedure well and the abdomi- 
nal approach may be limited when the liver is 
large. The most serious objection to emergency 
ligation of esophageal varices is that the bleeding 
may be stopped temporarily by ligature but the 
patient either re-bleeds or succumbs to some 
other complication before it is feasible to return 
him to the operating room for a definitive sec- 
ond procedure. 

Therefore, my feeling is that the best way to 
control the acute bleeding episode is with a 
Sengstaken-Blakemore tube. If this proves suc- 
cessful, the patient must be evaluated for direct 
portal vein surgery. Before this surgery is under- 
taken on an elective basis, certain criteria of 
hepatic function should be met. I think these 
patients should have a serum albumin of at least 
3 gm., preferably no jaundice, and have a brom- 
sulphalein retention of less than 30 per cent. | 
am less concerned with the prothrombin time. 
We have seen few patients who have bled exces- 
sively because of prothrombin deficiency. If the 
prothrombin time is prolonged and they are go- 
ing to respond they will do so following vitamin 
K injection within 72 hours, 
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Now just a word about portacaval shunts. ‘This 
procedure was first performed by a Russian sur- 
geon by the name of Eck. His reason for making 
a fistula between the portal vein and the inferior 
vena Cava was to prove one point: That the hu- 
man could survive ligation of the portal vein. 
He had no idea of relating it to anything else. 
He was a military surgeon and did this as a 
purely experimental study. He found that if he 
created the fistula first and then went back and 
ligated the portal vein, these animals survived. 
Physiologists who learned of this experiment 
would have been the last to have attempted a 
portacaval shunt in the human. These dogs, 
while living, following the procedure were very 
susceptible to protein intoxication. This is seen 
uncommonly in the human after the procedure. 
In the United States, it was the group at Pres- 
byterian Hospital in New York under Whipple 
who did more to establish the feasibility of this 
procedure than any others. 

The only practical method is to anastomose 
the portal vein to the vena cava in an end-to-side 
fashion. The side-to-side procedure is better tol- 
erated but is less reliable in its lowering of portal 
pressure. The end-to-side procedure is much to 
be preferred because it is faster and more effec- 
tive. Those of us who are willing to aggravate 
their own varicosities by standing for eight hours 
have improved our technique so that the opera- 
tion now takes four to five hours. Instead of go- 
ing through the chest, a bilateral subcostal inci- 
sion is extended well into the flank. All of these 
things have improved the outcome for these pa- 
tients. 

Dr. Freeark: This patient was operated upon 
through a bilateral subcostal incision with a 
midline “T’”’ extension. Upon opening the abdo- 
men, there was no ascites but markedly dilated 
veins were apparent in the greater omentum. 
The initial pressure reading in the portal vein 
tributaries was 480 mm. of water. We accept 
200 mm. as the upper limits of normal. The liver 
was nodular, mottled, and markedly enlarged. 
‘he spleen was two to three times normal size. 
An end-to-side portacaval shunt was porformed 
and the Sengstaken tube left in place. Following 
the shunt, the pressure was reduced to 300 mm. 
vnd there was visible collapse of the dilated por- 
‘al collaterals; this was more impressive than 
the changes in the pressure reading. The pres- 
re was not reduced to normal despite a shunt 
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of approximately 2 cm. in diameter. The patient 
tolerated the procedure well but did poorly in 
the sense that we were unable to deflate the 
esophageal balloon for 10 days. Each time this 
was attempted further bleeding occurred but 
eventually we were able to remove the tube and 
he appears to have successfully withstood the 
ordeal. 

An interesting point in management deserves 
emphasis. With a rising icteric index, lethargy, 
end some fetor hepaticus in the immediate post- 
operative period, cortisone was given intramuscu- 
larly with prompt improvement in his clinical 
appearance and laboratory findings. Dr. ‘Tobin 
has advised us to use this therapy in other cases. 
The effect is dramatic and it would appear to 
have reversed an impending hepatic coma in this 
patient. 

Dr. Grossman: Do you recommend the use of 
crude liver extract and massive vitamin therapy 
in these cases ? 

Dr. Tobin: I am not impressed with the bene- 
fits of crude liver. There seems to be no evidence 
which supports its use, but this also is true .of 
the use of cortisone. Many people say that it is 
not effective in hepatic coma, particularly in the 
presence of alcoholic cirrhosis. However, we: feel 
it is of benefit but we do not know why. 

Dr. R. C. Giles: (Surgical Attending Staff) 
Is slow bleeding likely to result from esophageal 
varices and is the string test of any practical 
value in locating the point of hemorrhage? 

Dr. Tobin: If you have a patient who is bleed- 
ing slowly and who cannot be fluoroscoped, or if 
ihe fluoroscopy was negative, and he continued 
to bleed, you may wish to know the level of bleed- 
ing in order to identify a place of surgical ex- 
ploration. There it would have some value. 

Dr. Freeark: Slow bleeding is not likely to be 
on the basis of esophageal varices. 

Dr, Tobin: In the medical wards we have pa- 
tients who are cirrhotic who have benzidine posi- 
tive material in their stool; they are not overtly 
bleeding, but we are invariably puzzled as to the 
source, 

Question: In animals, the use of an end-to- 
side portacaval shunt prevents subsequent liver 
regeneration. Is this a consideration in the hu- 
man? 

Dr. Kozoll: Apparently not. There are many 
paradoxes about surgery in this situation. We 
deliberately create a shunt, knowing that there 
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are already existing venovenous shunts between 
the systemic and portal circulation. The natural 
shunts are inadequate, however, and the prime 
objective of surgery is to reduce the portal ve- 
nous pressure. The shunt does not improve liver 
function except in its protection against the 
devastating effect of further hemorrhage. How 
much harm it does to the liver is difficult to 
assess since anesthetic agents alone are hepato- 
toxins. 


Effects of malpractice litigation 


Physicians are particularly vulnerable to suits 
for malpractice, and most of them carry $50,000 
or more insurance against them. The cost of this 
insurance is outrageous and must be passed along 
to the patients by increasing professional fees. 
Because of unfavorable criticism in the maga- 
zines and newspapers, the public’s attitude is not 
one of the confidence and trust that prevailed in 
the past. They demand perfect results, and in a 
hurry. Since the introduction of the wonder 
drugs, the physician is expected to cure you in 
18 hours. If he does not, you get another physi- 
cian. The physician is beginning to regard each 
patient as a potential litigant, which does not 
augur well for a good doctor-patient relationship. 
In desperate cases the physician may fail to ap- 
ply desperate measures which may be lifesaving 
because of the possibility of a suit for malprac- 
tice. 


Anybody can sue anybody for anything. He 
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Dr. John BE. O’Donoghue (Attending Sur- 
geon) : It gives me a great deal of satisfaction to 
observe in this institution such concerted effort 
towards the treatment of this condition. I think 
crystallization of this work will inform us in a 
way that we have not been informed in the past 
about liver function and hepatic coma. Any in- 
sight into the problems these people present will 
be a major contribution. I have enjoyed this dis- 
cussion very much, 


cannot always win, but he can cause unfavorable 
publicity, loss of time, worry, and loss of money 
for the person who is sued. There should be a 
provision in the law that the physician should be 
recompensed by the plaintiff if the jury should 
decide that there was no proper basis for a suit 
against the physician for malpractice. 

In the old days when the doctor-patient rela- 
tionship was cordial, friendly, and close, both 
the physician and the patient were better off. 
We have forgotten that the body itself is a com- 
plicated and efficient chemical laboratory 
equipped to fight germs and to heal itself—that 
the tendency of the body is to return to health, 
so that about 80 per cent of human maladies 
will recover with rest and time. The physician’s 
duty was to provide solace and comfort and hope 
while nature was doing a pretty good job. I won- 
der how much better off we all are than in the 
despised “horse and buggy days.” James A. Gan- 
non, M.D. Doctors and Lawyers. M. Ann. Dis- 
trict of Columbia June 1959. 
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Treatment of carcinoma of the 
colon and rectum 


The outlook in cancer of the colon and rectum 
is much better than in most other forms of inter- 
nal cancer if the established methods of treat- 
ment are used. 

In the absence of distant metastases, beyond 
the possibility of removal of all tumor in one 
piece, we can anticipate a cure rate of 60 per 
cent or more in the colon and of over 50 per cent 
in the rectum which lies below the pelvic floor. 
This means that about three-fourths of those 
presenting themselves with cancer of the colon 
or rectum will have this cure rate. 

The most important step toward cure is to 
think of the disease. Delay in diagnosis is lethal. 
In this type of cancer, spread through the blood 
stream usually is late. Spread by direct extension 
is slow. Lymph node metastases are present in at 
least 60 per cent of those operated for cure and 
the longer the delay, the more extensive the 
spread. When the tumor has broken through 
the serosa of the bowel to reach the free perito- 
neal cavity, the prognosis is worse since perito- 
neal implants tend to grow in the omentum and 
ovary. Those who require a decompressing colos- 
‘omy because of obstruction by the tumor have 
less than one-half the usual chance of cure, even 
when there are no obvious metastases. 

Age is no contraindication to surgical treat- 
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ment in cancer of the bowel. The over-all opera- 
tive mortality in most groups usually is 2.5 to 
4 per cent and in those over 70, it is no higher 
than for elective surgery. 

The basic principles of surgical treatment have 
been well established for decades. They include 
gentle handling of the tumor, walling off the 
wound with lap pads to prevent implantation, 
avoidance. of intraluminal spread of tumor by 
clamping or tying the bowel above and below 
the lesion, the single use of sponges which may 
have been near the tumor, and wide excision of 
the tumor. 

The use of chemotherapeutic agents still is in 
the experimental stage and both George Moore 
and Warren Cole have stated within the past 
year that cancer suppressants should be used 
only in a well controlled experimental environ- 
ment. 

Re-establishment of continuity of the bowel 
usually is possible in lesions more than 7 to 12 
em. above the mucocutaneous junction. Low an- 
astomosis and pull through operations have their 
champions and, in the hands of experts, good 
results are possible with either method. 

The most important step in the cure of cancer 
of the colon and rectum is early diagnosis and 
treatment. The diagnostic steps — careful his- 
tory, suspicion of the likelihood of the presence 
of cancer, rectal examination, proctoscopic ex- 
amination, and colon fluoroscopy are all easily 
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performed. If they are used to their best degree, 
we should expect a better cure rate. 
R. K. Gilchrist, M.D. 


< > 


Medical management and 
prevention of renal calculi 


Many attempts have been made to dissolve 
kidney stones. None has proved to be a practical 
solution of the problem. Good results have oc- 
curred in exceptional cases in which the renal 
caleuli developed in association with a hyper- 
parathyroid tumor. As a rule the etiological 
agent is not a single, simple, and easily cor- 
rectible entity. 

New methods of prevention are presented 
every few years. In some instances procedures 
are well organized and based on sound judgment. 
Clinical application, however, has not been en- 
couraging. The most popular plans include the 
use of hyaluronidase; aspirin and related sali- 
cvlates; and aluminum gels. 

The good effect of hyaluronidase is based on 
a correlation between a high level of protective 
colloid and the surface tension of the urine. The 
proponents of this method admit that the 
amount of hyaluronidase has to be determined 
carefully in each patient in order to avoid the 
reverse effect in which stones are formed. Many 
urologists now believe that hyaluronidase has no 
effect upon stone formation. 

The value of aspirin and related salicylates is 
hased on the theory that calcium phosphate is 
more soluble in the presence of glucuronosides. 
Salicylic acid increases the excretion of the latter 
and keeps the salt in solution. Studies now show 
that glucuronosides do not increase the solubility 
of calcium phosphate. 

Aluminum gels form an insoluble compound 
of the phosphates in the intestine and reduce the 
amount absorbed, which in turn lessens the 
amount available for excretion. The method has 
not received extensive clinical verification and 
seldom is recommended. 

Good medical management requires a full 
urological investigation of every case of renal 
calculi, keeping the following points in mind: 

1. Cbstruction must be eliminated because it 

produces stagnation. 

2. Infection must be treated. 
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3. The fluid intake should be adequate enough 
to insure an output of 2,000 to 3,000 ce. 
of urine daily. 

4. A balanced diet is recommended for all pa- 
tients. 

5. Early ambulation is desired. Bedridden pa- 
tients should be turned frequently and 
given active muscle exercises whenever 
possible. 

6, All suprapubic tubes, urethral catheters, or 
pyelotomy tubes should be irrigated with 
Suby’s Solution “G” to delay the deposition 
of urinary salts on these foreign bodies. 
These tubes should be removed as soon as 
they are no longer needed. 

Roland R. Cross, Jr., M.D. 


< > 


Recurrent sciatic pain following 
laminectomy 


Satisfactory results usually follow the oper- 
ation to relieve lower back and neuritic pain due 
to ruptured spinal intervertebral disk. The af- 
fected nerve root is decompressed by removal of 
the displaced nuclear material. 

The failures have been traced to various causes. 
According to Adams and Inman! a fragment of 
nuclear material may remain wedged in the in- 
iervertebral foramen and _ re-exploration is 
needed. Sciatic pain may persist when the nerve 
root is compressed by the adjacent bone if the 
facet was fractured at the time of surgery. In 
others, the nerve is compressed when the fora- 
men is narrowed as a result of collapse of the 
intervertebral space. 

Adhesions about the nerve root, intradurally 
cr extradurally, seldom are considered when a 
recurrence takes place, yet they are easily re- 
lieved by stretching the sciatic nerve. It is con- 
ceivable that this maneuver was responsible for 
some of the sciatica cures long before the inter- 
vertebral disk was considered as the source of 
pain. 

Adams and Inman mention a 37 year old 
housewife who failed to obtain relief of severe 
pain in the left leg following lumbar laminec- 
tomy and posterior spinal fusion. She was free 
of pain in the recumbent position but com- 
plained bitterly when sitting or standing. Re- 
operation disclosed that the root was compressed 
by the bone graft posteriorly and by a small piece 
of extruded nuclear material lying anteriorly be- 
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neath the nerve root in the intervertebral fora- 
men. 

Pain was completely relieved for 10 weeks 
postoperatively, when it returned for a second 
time. A dural defect was noted and repaired at 
a third operation. Pain disappeared for two and 
a half months only to return in the same loca- 
tion. She was comfortable in bed but not when 
up and about. 

They decided to stretch the sciatic nerve, hop- 
ing to increase the range of pain-free movements 
of the leg. This was done under anesthesia by 
forcible straight leg raising, accompanied by 
strong dorsiflexion of the foot. The woman was 
relieved completely after three manipulations 
and has carried on a normal active life since. 

Forty additional patients were treated in a 
similar way, with good results in 21. All but 
nine had been re-operated previously. Two of the 
nine were relieved of pain and spared the need 
of surgery. The seven remaining patients were 
operated and found to have nerve compression 
by a recurrent protrusion of the disk or by the 
adjacent osseous tissue. In these seven cases, 
manipulation and presumed stretching of the 
nerve root aggravated symptoms. 

Adams and Inman concluded that if the nerve 
root is already compressed, pain will increase 
when the nerve is stretched over a bulging disk 
or an adjacent bone. The procedure is of value 
only when the nerve root is involved by adhe- 
sions, 


‘Adams, John E., and Inman, Verne T.: Stretching of the 
Sciatic Nerve, California Med. 91:24 (July) 1959. 


< > 


Emergency service manual 


A quick reference manual is being sent by the 
Illinois State Medical Society to all general hos- 
pitals in Illinois for use by physicians confronted 
with emergency medical service problems. 

The purpose of the manual is “to present in 
concise and thorough fashion basic principles in 

1 management of acutely ill and injured per- 
sons,” according to Dr. John H. Schneewind, 
ie€ of emergency service, University of Illinois 
‘ospital. 

\dditional copies are available at $2.50 each, 
|) stage prepaid, from the Student Supply Store, 
University of Illinois, 808 South Wood Street, 
Chicago 12. 
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A new fee system 

Many California physicians have taken the 
lead in establishing and publishing a set fee 
schedule. The trend is a departure from the 
recommendations of the AMA which suggest 
charges “commensurate with services rendered 
and the patient’s ability to pay.” 

It is no secret that a number of influences, in- 
cluding insurance companies, are at work to dis- 
card the old system. Many of these groups are 
disbursing benefits at the rate of $4 billion a 
vear. Their plans usually list the various surgical 
and medical services covered, and our sliding fee 
schedule is their bottleneck. 

The change is an outgrowth of an exhaustive 
study by the California Medical Society. It has 
come up with payment plans rather than a 
standard charge for each of the 2,000 medical 
services rendered by physicians and surgeons. In 
one, charges are calculated in multiples of the 
fee for an office visit. In this plan a procedure 
is given a value of so many units, such as 35 for 
an appendectomy or 40 for a cholecystectomy. 
The cost of the operation is calculated by multi- 
plying the unit value by the amount charged for 
an office visit. The fee for an appendectomy is 
$175 when the customary office charge is $5. 
Those who charge $10 for an office visit, receive 
$350 for an appendectomy. 

All bargaining with third party groups centers 
about the price of a unit. In this way, arguments 
about minute details are avoided. 

The issue of the fixed fee is getting closer and 
closer to home. Other states are studying the 
problem — including Michigan, Iowa, and Kan- 
sas. Many argue that a standard fee is impos- 
sible because not all physicians are equally com- 
petent. This may be the compromise the medical 
profession must agree on if it is to remain free 
and in a position to bargain with groups. 


New AMA publications provided 


The AMA announced that dues paying mem- 
bers hereafter will receive the Journal of the 
AMA, Today’s Health, and one of 10 specialty 
publications. The specialty group from which a 
selection may be made consists of the AMA 
Archives of Internal Medicine, Dermatology, 
Neurology, General Psychiatry, Pathology, Sur- 
gery, Otolaryngology, Ophthalmology, Indus- 
trial Health, and Diseases of Children. 











N. U. Medical School centennial 


On ‘Tuesday, September 29, Northwestern 
University Medical School will hold a day-long 
celebration in honor of the 100th anniversary of 
its founding. I'he ceremonies will include the 
Founders Day Convocation in the morning, a 
Colloquium of Medical Sciences in the afternoon, 
and a Centennial Awards Dinner in the evening. 

The Founders Day Convocation, traditionally 
is held at this time every year to mark the begin- 
ning of the academic year and to commemorate 
the six men who in 1895 broke away from the 
faculty of Rush Medical College to form what 
was to become the medical school of Northwest- 
ern University. 

During this Centennial Year Founders Day 
Convocation, to be held at 10:00 a.m. in Thorne 
Hall on the Chicago campus, honorary doctor of 
science degrees will be presented to eight scien- 
tists whom Northwestern University has des- 
ignated as men who have made outstanding con- 
tributions in their various fields. Dr. J. Roscoe 
Miller, president of Northwestern University, 
will confer the degrees. 

Dr. Conrad Elvehjem, world-famous biochem- 
ist, president of the University of Wisconsin, and 
one of the honorary degree recipients, will deliver 
the Founders Day address on “Science and Medi- 
cine.” 

Other honorary degree recipients, each of 
whom will deliver a paper at the Colloquium 
during the afternoon session at Thorne hall, are: 

Dr. Charles H. Best, head of the department 
of physiology, University: of 'Toronto—“‘Unfin- 
ished Researches” 

Dr. Irvine McQuarrie, director of research, 
Bruce Lyon Memorial Research Laboratory of 
the Children’s Hospital of East Bay, Oakland, 
California -— “In Pursuit of Convulsive Mecha- 


nisms” 
Dr. Joe Vincent Meigs, clinical professor of 
gynecology, Harvard University — “Cancer of 


the Cervix” 

Dr. I. S. Ravdin, chairman of the department 
of surgery, University of Pennsylvania — “The 
Doctor’s Dilemma” 

Dr. William 8S. Tillett, professor of medicine, 
New York University College of Medicine — 
“The Changing Pattern of Disease” 

Dr. Shields Warren, professor of pathology, 
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Harvard University — “Man’s Adaptation of 
the Atomic World” 

Dr. Horace W. Magoun, professor of anatomy, 
Medical Center of the University of California 
at Los Angeles — “Concepts of Brain Func- 
tion in Northwestern’s Century.” Dr. Magoun’s 
address will be given at the Centennial Awards 
Dinner. 

At the Centennial Awards Dinner, to be held 
at the Furniture Club of Chicago, merit awards 
will be presented to 20 alumni of the medical 
school who have attained high academic rank at 
other medical schools and who have brought hon- 
or to their Alma Mater. 

The following alumni will be honored: 

C. Knight Aldrich, M.D., (1940) chairman 
of the department of psychiatry, University of 
Chicago School of Medicine 

Robert A. Aldrich, M.D., (1944) professor 
and executive officer of the department of pedi- 
atrics, University of Washington School of 
Medicine 

Franklin L. Ashley, M.D., (1941) associate 
professor of surgery, University of California 
Medical Center at Los Angeles 

John R. Brobeck, Ph.D., (1939) professor of 
physiology, University of Pennsylvania School 
of Medicine : 

Sam L. Clark, M.S. (1924), professor and 
head of the department of anatomy, Vanderbilt 
University School of Medicine 

Robert P. Knight, M.D. (1933), clinical pro- 
fessor of psychiatry, Yale University, and medi- 
cal director of the Austen Riggs Center. 

Joseph J. McDonald, M.D., (1940), professor 
of surgery and medical dean, American Univer- 
sity, Beirut, Lebanon 

Chester B. McVay, M.D. (1939), Ph.D. 
(1940), clinical professor and chairman of the 
department of surgery, University of South 
Dakota School of Medicine 

Walter J. Nungester, M.D. (1934), professor 
and chairman of the department of bacteriology, 
University of Michigan 

John I. Nurnberger, M.D. (1943), professor 
and chairman of the department of psychiatry, 
Indiana University School of Medicine 

James L. Orbison, M.D. (1944), professor and 
chairman of the department of pathology, Uni- 
versity of Rochester School of Medicine and 
Dentistry 

Ben M. Peckham, M.D. (1942), Ph.D. 
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(1949), professor and chairman of the depart- 
ment of obstetrics and gynecology, University of 
Wisconsin Medical School 

Charles A. Poindexter, M.D. (1930), profes- 
sor of medicine and physician-in-chief of the 
cardiac division, New York University Post- 
graduate Medical School 

George N. Raines, M.D. (1931), professor and 
chairman of the department of psychiatry, 
Georgetown University School of Medicine 

Rulon W. Rawson, M.D. (1938), professor of 
medicine and head of the department of clinical 
investigation, Sloan-Kettering Institute for Can- 
cer Research, Cornell University Medical College 

Bronson 8. Ray, M.D. (1929), professor of 
surgery, Cornell University Medical College 

Duncan E. Reid, M.D. (1932) professor of 
obstetrics, Harvard University Medical School 

Randall G. Sprague, M.D. (1935), professor of 
medicine, Mayo Foundation, University of 
Minnesota 

Thomas H. Sternberg, M.D. (1934), professor 
of dermatology and head of the division of post- 
graduate medical education, University of Cali- 
fornia School of Medicine, Los Angeles 

Frank E. Stinchfield, M.D, (1935), professor 
and chairman of the department of orthopedic 
surgery, Columbia University College of Physi- 
cians and Surgeons. 

In addition, service awards will be presented 
io 11 emeriti department chairman of North- 
western University Medical School to honor 
their loyalty and contributions to the school. 
They are: Leslie B. Arey, anatomy; Howard C. 
Ballenger, otolaryngology ; James T. Case, radi- 
ology; Alexander A. Day, bacteriology ; Chester 
J. Farmer, chemistry; Edward L. Jenkinson, 
radiology; Philip Lewin, bone and joint sur- 
gery; Paul B. Magnuson, bone and joint sur- 
gery; Lewis J. Pollock, nervous and mental dis- 
eases; James P. Simonds, pathology; and 
Arthur W. Stillians, dermatology. 


< > 
Placement service 


In recent years we have rarely reported the ac- 
complishments of our Physicians Placement 
Service until the annual report for the House of 
Delegates. However, so far as filling openings for 
general practitioners is concerned, the three 
months period beginning when the Handbook for 
the House of Delegates went to press in April 
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has broken a record. During this period the fol- 
lowing towns have obtained physicians as a result 
of assistance from our Placement Service: 


Adams County, Camp Point, population 1,200; 
Dr. Wayne Kisthard; native born. 

Clinton County, Germantown, population 850; 
Dr. Jose Sosa, born in Cuba. (Sears Roebuck 
Foundation assisted in plans for new building 
now occupied by Dr. Sosa.) 

Cumberland County, Toledo, population 905; 
Dr. Leland McNeill. Dr. MeNeill was an Illi- 
nois Agricultural Association-Illinois State 
Medical Society loan student. 

Fayette County, St. Elmo, population 1,716; 
Dr. Anthony Ziegler ; native born. 

Franklin County, Royalton, population 1,506; 
Dr. Ray Roya; born in Poland. 

Hancock County, Nauvoo, population 1,250; 
Dr. George Gundrum; foreign born. 

Lake County, Grays Lake, population 2,704; 
Dr. Ralph Burnett; native born. 

Marion County, Kinmundy, population 1,000; 
Dr. Lelan Stallings; native born. (Sears Roe- 
buck Foundation assisted in plans for new 
buildings now occupied by Dr. Stallings.) 

Marshall County, Lacon, population 2,100; Dr. 
Merle Swearingen ; native born. 

McLean County, Downs, population 500; Dr. 
Emmeld Martens; German born. 

St. Clair County, East St. Louis, population 
82,000; Dr. Dwight Anderson, native born. 
(Opening for an associate for Dr. Louis 
Kadas. ) 

We are especially pleased with this line-up 
since it includes some of the smallest towns 
listed with our Physicians Placement Service as 
needing physicians. In general, these openings 
are the most difficult to fill. Although four of 
the physicians are foreign born, these rural 
communities appear to be pleased that they will 
now have the services of a resident physician. 


< > 


Nutrition conference slated 


for Macomb, October 3 


The annual Nutrition Conference sponsored 
by the Committee on Nutrition of the Illinois 
State Medical Society and the Illinois Nutrition 
Committee will be held in the Little Theater, 
Western Illinois University, Macomb, October 3. 

The theme will be “Nutrition is Our Daily 
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Orbit.” The preliminary program follows: 
8:45 — Registration (Adults $1.50, Students 
free) 
Coffee — Social Room — 1st floor 
9:45 — Morning Session 
Presiding : 
Dorothy Lucke, Ed.D., Chairman, 
Illinois Nutrition Committee 
Greetings : 

(1) A. L. Knoblauch, Ed.D., Pres- 
ident, Western Illinois Univer- 
sity 

(2) Joseph T. O’Neill, M.D., Pres- 
ident, Illinois State Medical 
Society 

(3) William P. Standard, M.D., 
President, McDonough County 
Medical Society 

“Motivation for Good Food Habits” 
R. Bruce Kirk, Ph.D., Director, 
Continuing Education Services, 
American Dietetic Association 

“The Physician’s Responsibility for 

the Nutrition of His Patients” 
Robert Jackson, M.D., Profes- 
sor and Head, Department of 
Pediatrics, Medical School, 
University of Missouri, Colum- 


bia 
12:45 Luncheon — Student Center 
2:00 Afternoon Session 


Presiding : 
Paul A. Dailey, M.D., Chairman, 
Committee on Nutrition, Illinois 
State Medical Society 
“Progress in Nutrition” 
Margaret A. Ohlson, Ph.D., Di- 
rector, Department of Nutri- 
tion, University Hospital, State 
University of Jowa, Iowa City 
“Teamwork for Better Nutrition’ — 
Panel 
Moderator : 
R. Bruce Kirk, Ph.D. 
Participants : 

Robert Jackson, M.D. 

Margaret Ohlson, Ph.D. 

D. K. Grissom, Ph.D., Associate 
Professor, Department of 
Health Education, Southern 
Illinois University, Carbondale 

Mrs. M. A. Tarulli, Director, Nu- 
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trition Infant Welfare Society 
of Chicago 

C. Edith Weir, Ph.D., Chief, Di- 
vision of Home Economics, 
American Meat Institute Foun- 


dation, Chicago 
4:30 p.m. — Adjournment 


< > 
Editorials from other journals 


Nickels, dimes, and dollars 


Author Marion K. Sanders, writing in the 
December 1958 issue of Harper’s Magazine, does 
a masterful job of surveying nickle-dime-and- 
dollar fund solicitations based on an expanding 
variety of ailments and afflictions. We commend 
her article to GP readers and wish to add a few 
comments of our own. 

As the article points out, no one seems to 
know how many different agencies are passing 
different hats. But last spring, the Savannah 
(Ga.) Morning Herald managed to list 19 
organizations collecting for the blind, seven for 
disabled veterans, six for crippled people, five for 
cancer, four for mental illness, two each for 
muscular dystrophy, polio, leprosy, brain inju- 
ries, and alcoholism, and one each for heart dis- 
case, retarded children, cerebral palsy, deafness, 
tuberculosis, multiple sclerosis, arthritis, myas- 
thenia gravis, nephrosis, facial disfigurement, 
tropical diseases, diabetes, epilepsy, allergic dis- 
eases, hemophilia, and paraplegia. That adds up 
to 67 solicitations revolving around the human 
body. The article tells about one fund worker 
who had to wait outside in his car until another 
fund worker finished making an impassioned 
pitch for pennies. 

Fund raising is strictly big business. Consider 
ihe old National Foundation for Infantile Paral- 
ysis, now known simply as the National Founda- 
tion. This organization, with the help of Franklin 
Delano Roosevelt, raised $2 million in 1941, 
$65 million in 1954. Not every agency has the 
endorsement of a president or a past president 
but even without this kind of bonus, many of 
them do very well. Comedian Jerry Lewis has 
certainly aided muscular dystrophy drives. 

These comments are in no way meant as a 
reflection on either the spirit or the intent of 
health campaigns. We instead wonder when, it 
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ever, well-meaning people will stop coming up 
with new and nominally worthy causes. We ex- 
pect any day to be hit by the National Charley- 
Horse Foundation or the American Society for 
Ingrown Toenails. GP March 1959. 


< > 


Council meeting minutes 


REORGANIZATION MEETING 

The reorganization meeting of the Council was 
held at the Hotel Sherman, Chicago, on Sunday, 
July 26, with the following present: Hesseltine, 
Hamm, Burdick, Camp, Clark, Redmond, W. E. 
Adams, Portes, Piszezek, Blair, Endres, Reisch, 
DuPuy, Goodyear, English, Montgomery, Ful- 
lerton, Klein, Oldfield, Compton (East St. 
Louis), Bornemeier, Turner, Van Dellen, Ruth 
Chureh, Mr. Neal, Mr. Oblinger, Mr. Mirt, and 
Frances Zimmer. 

MOTION: (Piszezek-Portes) that the minutes 
of the Council meetings held during the annual 
meeting be approved as mailed to members. Mo- 
tion carried. 


REPorTS OF OFFICERS 

Dr. O’Neill, as president, submitted a written 
report since he was unable to attend the Council 
meeting. “It is with extreme regret that I make 
this report in absentia, but I found this the most 
opportune time to have a cataract removed. By 
doing this I hope to be able to see our future 
problems with a more competent eye.” 

Dr. O’Neill reported that he had attended the 
AMA meeting in Atlantic City; the meeting 
of the Committee on Industrial Health dealing 
with impartial medical testimony; had acted as 
one of the judges for the Blue Shield essay con- 
test for senior high school students; met with 
representatives of Blue Shield and management 
and labor; and also had worked with the Ad Hoc 
Committee to review the Rogers, Slade & Hill 
l eport. 

Dr. Hesseltine reported as president elect. 
lepresentatives of the United Automobile Work- 
crs and representatives of General Motors Corpo- 
ration had requested a meeting with Illinois 
\ledical Service and representatives of the ISMS. 
‘he president and president elect were asked 

attend on July 24, 1959. The discussion con- 

rned medical and surgical payments for em- 
| oyees under health programs provided by Gen- 
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eral Motors. Opinions were expressed assuring 
labor and management that the physicians of 
Illinois are concerned about the principle of free 
choice by the patient and good medical care for 
all people. The men were assured of the position 
of ISMS on indemnity rather than service type 
coverage. ‘These individuals were informed why 
medical care is more expensive now than in the 
past. Never before has the public profited so 
much by its better health. People are living long- 
er and better. Medical and surgical costs of the 
future will be greater as determined by current 
trends, and the rewards will be reaped in better 
health and longer life. 

Dr. Hesseltine also attended the meeting of 
the Ad Hoe Committee to study and make 
recommendations on the Rogers, Slade & Hill 
report. 

Dr. Montgomery reported as chairman of the 
Council. He announced the personnel of the 
various committees for the 1959-1960 fiscal year. 
The Secretary’s Newsletter carried a request that 
all county society officers, and all other inter- 
ested parties send in suggestions for committee 
personnel and appointments. Only about eight 
suggestions were received; therefore, routine ap- 
pointments had to proceed without additional 
assistance and suggestions. 

The entire personnel list will be mimeo- 
graphed and mailed to members of the Council 
as soon as possible. Notices also will be sent to 
all committees. 


Rogers, SLADE & Hitt SuRVEY 


Dr. Montgomery stated that the survey made 
by Rogers, Slade & Hill had been printed, and 
was ready for distribution to all members of the 
1959 House (all delegates and also all alternate 
delegates, members of the Council, past presi- 
dents, ete.). The material to be submitted by 
the Ad Hoc Committee (Hamilton, O‘Neill, and 
Hesseltine) will not be presented to the Council! 
until the August 23rd meeting due to the fact 
that Dr. O’Neill is in the hospital, and Dr. 
Hamilton was unable to be present because of 
the death of his sister. As soon as the Council 
has had an opportunity to express its opinion 
in regard to the report and also the survey, and 
these opinions can be mimeographed to accom- 
pany the survey, the mailing will proceed. 

Dr. Camp presented a letter from Dr. Hopkins 
expressing his appreciation for co-operation, and 
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offering his services in any capacity the Council 
may desire so long as no conflict in status might 
occur between the ISMS and the AMA, where 
Doctor Hopkins is now serving as a member of 
the Board of Trustees. 

Dr. Camp also presented a letter from Dr. 
F. J. L. Blasingame thanking the state society 
for its co-operation in connection with the hear- 
ings conducted in Washington, D. C., by the 
House Ways and Means Committee on H.R. 
4700, 86th Congress. His special thanks were 
extended to Dr. E. A. Piszczek who appeared be- 
fore the committee as a representative of ISMS. 

Dr. Camp reported that a letter had been re- 
ceived from the National Society for Medical 
Research requesting financial support for its 
1959 program. 

This letter (by Council action) was referred 
io the Finance Committee and the Executive 
Committee for recommendations to the Council 
at its next meeting. 


MeEpIcCAL SERVICE AND PuBLIC RELATIONS 

Mr. Oblinger presented a detailed report of 
ihe successful activity of ISMS during the 71st 
General Assembly in Springfield. He listed the 
bills in which the Society was interested, and 
outlined the various successful fields in which 
he, Mr. Neal, and Mr. Scott had participated 
during recent months. The material was mimeo- 
graphed and distributed to those in attendance. 
Mr. Oblinger, in closing his report, acknowl- 
edged the invaluable assistance of Dr. Hopkins 
and other members of the committee, members of 
the ISMS who appeared before committees, and 
especially the Councilors who had co-operated 
with and assisted him throughout the session. 

Dr. Piszezek told of his trip to Washington 
(Dr. Sullivan and Dr. Scanlon) and the manner 
in which the AMA assisted them. They met both 
Representatives O’Brien and Noah Mason (mem- 
bers of the Ways & Means Committee) and an 
excellent relationship developed. H.R. 4700 will 
not be pushed further this year, but we may be 
assured that if the problem of care for those over 
65 is not solved to the satisfaction of the adult 
population, that this type of legislation will be 
reintroduced at the national level. The AMA 
was pleased with the statement made by Illinois, 
and Mr. Neal’s assistance was appreciated. 


COMMITTEE ON AGING 
Dr. EK. W. Cannady reported as chairman. On 
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May 19, representatives of the Illinois Hospital 
Association, Illinois Nursing Home Association, 
Illinois State Dental Society, and the ISMS met 
and formed the “Illinois Joint Council to Im- 
prove the Health Care of the Aged.” 

The Illinois committee has been represented 
at (1) First National Conference of the Joini 
Council to Improve the Health Care of the 
Aged held in Washington, D. C., on June 12 
and 13; (2) Leadership Training Institute for 
the White House Conference on Aging held at 
Ann Arbor, Michigan, June 24-26; (3) a pre- 
conference meeting in Kansas City on July 24 
to discuss plans for a Regional Conference on 
Aging to be co-sponsored by the AMA and the 
participating states (Illinois, Kansas, Missouri, 
Nebraska, and Oklahoma). The conference will 
be held in Kansas City on November 16-17. 

Blue Cross-Blue Shield Plans in Illinois were 
informed of the actions of the ISMS House of 
Delegates regarding the recommendation that 
Blue Cross and Blue Shield Plans in Illinois 
attempt to prepare an indemnity program to be 
made available on an individual basis to people 
65 and over. 

In a recent communication, Mr. Walter Ob- 
linger stated he had recommended to Senator 
Paul W. Broyles that one of the five public mem- 
bers of the Governor’s Commission on Aging 
he a physician. Senator Broyles replied that four 
of the public members wish to serve again and 
that it is his intention to recommend a “Doctor 
Franke” from the University of Illinois to fill 
the fifth place. Dr. Cannady stated that he un- 
derstood that Dr. Franke was not an M.D., and 
Senator Broyles replied “If the ISMS would like 
to have a physician, we would like to invite 
whomever they might designate to attend all of 
our meetings. This person could serve in an ad- 
visory capacity. The only thing he would be de- 
prived of would be the right to vote on official 
matters.” 

It is the opinion of the chairman that a physi- 
cian should be an active member of the commis- 
sion, and that the Council should so advise Sena- 
tor Broyles and Governor Stratton. However, if 
it is not possible to have a physician appointed 
at this time, the chairman would like to recom- 
mend that the ISMS accept the invitation of 
Senator Broyles to have a physician represent 
the ISMS at meetings of the Commission. If it 
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is the wish of the Council, the Committee on 
Aging will accept the responsibility of having a 
representative attend these meetings. 

The Committee on Aging will sponsor an all 
day conference on problems of aging to be held 
in Springfield on Sunday, September 27th. A 
tentative program was outlined by Dr. Cannady. 
The morning program will consist of a sympo- 
sium on the health care of the aged; a speaker 
will address the group at luncheon; and the 
afternoon portion of the program will deal with 
the problems of financing medical care for peo- 
ple over 65. 

The committee wants Council consideration 
of: 

1. Who shall be invited to the conference. 

2. The expenses of the meeting and the lunch- 
eon. 

3. Special guests — the committee would like 
to invite a limited number of people who have 
been helpful in the work of the committee. 

MOTION: (Endres-Clark) that the Council 
concur in the recommendations of the commit- 
tee that the Society should be represented on the 
Governor’s Commission, and that a letter should 
be sent to Senator Broyles and also to Governor 
Stratton. It is the suggestion of the Council that 
Dr. Cannady represent the ISMS. Motion car- 
ried. 

It was suggested that the program be timed 
carefully and that not too heavy a schedule be 
provided. 

MOTION: (English-Portes) that the com- 
mittee be allowed to use its own discretion rel- 
ative to invited guests. Motion carried. 

(Dr. English suggested that the two United 
States Senators and also Representatives Noah 
Mason and Thomas O’Brien be included on the 
guest list). 

Dr. George Turner suggested that the Secre- 
taries’ Conference be combined with the Confer- 
ence on Aging, and that the county society secre- 
taries be included in the list of people to be 
invited to the meeting. Dr. English suggested 
that the expenses of these two representatives 
from each county society be assumed by the 
ISMS — (the county chairman of the commit- 
tee on aging, and the county medical soeiety 
secretary) — a per diem and 10c a mile plus 

ie luncheon. There should be at least two repre- 

niatives from each county in attendance. 

‘OTION: (Portes-Endres) that the Secre- 
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taries’ Conference be combined with this meeting 
of the Committee on Aging. Motion carried. 

MOTION: (English-Clark) that the expenses 
of two representatives from each county medica! 
society (to include a modest per diem and travel) 
be paid by the society. The two representatives 
to be invited are (1) a member of the county 
society committee on aging, and (2) the secre- 
tary of the county society or his representative. 
Motion carried. 

All delegates and alternate delegates to the 
AMA should also be invited, and all members of 
the Council should plan to attend. 


CONSTITUTION AND ByLAaws 


The report of the Committee on Constitution 
and Bylaws was presented by Dr. Bornemeier. 
The House of Delegates suggested that the divi- 
sion of the Committee on Medical Service and 
Public Relations into two distinct committees 
be dependent upon the management survey; the 
same opinion was expressed relative to a presid- 
ing officer and his assistant for meetings of 
the House. Dr. Bornemeier had one recom- 
mendation — that legal counsel review all 
changes before they are presented to the House 
in order to avoid any difficulty. 

MOTION: (Endres-Fullerton) that the 
Council concur in this recommendation. Motion 
carried. 

The reprinting of the Constitution and Bylaws 
can be discussed at a later meeting, since so 
many changes were made by the House in May, 
and additional changes are contemplated for 
presentation to the next session of the House. 
The cost of reprinting the constitution as it ap- 
pears at this time, plus the cost of a loose-leaf 
publication should be obtained. If the loose-leaf 
iype publication can be supplied county society 
secretaries, etc., the constitution could be kept 
up to date at a minimum cost. 


WorLD CONFERENCE ON MEDICAL EDUCATION 


Dr. Bornemeier also reported that as chairman 
of the local committee on arrangements for the 
World Conference on Medical Education, some 
financial assistance would be needed. The Chi- 
cago Medical Society has agreed to furnish “up 
to $500.00” and the local committee would re- 
quest that the state society do likewise. 

MOTION: (English-Reisch) that the Council 
agree to provide “up to $500.00” for the local 
committee on arrangements for the World Con- 
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ference on Medical Education. Motion carried. 


COMMITTEE ON INDUSTRIAL HEALTH 

Dr. Bennett as chairman of the Committee on 
Industrial Health, submitted a written report 
that had been mimeographed and mailed to all 
members of the Council. 

MOTION: (English-Piszezek) that the fall 
dinner meeting for those panel members (Im- 
partial Medical Testimony) not yet indoctrinated 
(about 70) be authorized. Motion carried. 

The action relative to the printing of the 
handbooks is to be deferred until the August 
meeting with the thought in mind that Dr. 
Bennett as chairman will be able to present ap- 
proximate costs and additional information. 


CorNELL UNIVERSITY RESEARCH PROGRAM 

Dr. Van Dellen, chairman of the Committee 
on Traffic Safety, presented the request of the 
Supervisor of Field Operations, Automotive In- 
jury Research of Cornell University, that the 
Society approve a study in Illinois. Similar 
studies have been made in Arizona, California, 
Colorado, Connecticut, Georgia, Maryland, New 
York, North Carolina, Ohio, Pennsylvania, 
Texas, Vermont, and Virginia. Co-operation and 
approval must be secured from the Division of 
Traffic Safety, Department of Public Safety of 
Mlinois, State Department of Public Health, 
Illinois State Police, and the ISMS. There is no 
cost involved in the survey so far as the Society 
is concerned. The report deals with such subjects 
as “the big car vs. the small car”, safety belts 
dash board injuries, bumper fractures, etc. There 
will be about four sampling areas selected. 

MOTION: (Clark-Piszezek) that approval be 
given. Motion carried. 


DEPARTMENT OF PUBLIC HEALTH 

In the absence of Dr. Roland R. Cross, direc- 
tor, the following report was presented by Dr. 
Ruth Church, deputy director of the State De- 
partment of Public Health: 

The Department would appreciate the think- 
ing and assistance of the ISMS in developing 
a cancer program for the State of Illinois. The 
Department has received funds from the USPHS 
for cancer services and in the past, clinics in 29 
hospitals have been subsidized. A review of the 
clinics was made over the past two years, and 
the fiaancial support from the Department has 
been withdrawn from most of them. Since these 
are federal moneys given as grants-in-aid to the 
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state, the Department has to comply with cer- 
tain regulations set up by the USPHS. 

The State Legislature appropriated $200 thou- 
sand for the next biennium for a cancer program. 
The wording of the bill is: “For the purpose of 
preventing, arresting, and minimizing the disa- 
bling and fatal effects of cancer, the department 
is authorized to assist local health departments 
in detecting cancer in the early stages; in stim 
ulating prompt treatment. when needed, and in 
providing home visiting nursing services and sim- 
ilar services aimed at the prevention and contro! 
of cancer,” 

The Department would like to stimulate the 
development of programs in local full time health 
departments that will co-operate with the exist- 
ing medical facilities in such programs. The De- 
partment has an Advisory Committee composed 
of seven members of the state society appointed 
hy the Governor, but the Department is now 
requesting a committe from the ISMS to work 
with this Advisory Committee in forming 
policies the department can follow in developing 
a cancer program to make sure that the tax funds 
appropriated to the Department for the program 
can be utilized to the best advantage. The De- 
partment will defray the expenses of travel of 
committee members for any meetings that may 
he called. 

MOTION: (Piszezek-Fullerton) that this re- 
quest be referred to our Society Committee on 
Cancer Control for consideration and co-opera- 
tion. Motion carried. 


EMERGENCY SERVICE MANUAL 

Dr. English discussed the Emergency Service 
Manual edited and developed by the University 
of Illinois College of Medicine (Dr. John H. 
Schneewind, Chief of Emergency Service). ‘The 
cost of the manual is $2.50 and 300 copies have 
heen held for the ISMS for proposed distribution 
io Illinois hospital emergency rooms. Dr. English 
recommended that copies of this manual be sent 
io the chief of staff—for emergency room use 
in all general hospitals in T)linois—with the 
compliments of the ISMS. The letter accompa- 
nying the pamphlet should stress the importance 
of the material and request that it be made avail- 
able and called to the attention of the personne! 
serving in the emergency rooms of hospitals. 

Dr. W. E. Adams commented that the pam- 
phlet should be a valuable one, and the action on 
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ihe part of the ISMS should be very well re- 
ceived by the hospital personnel. Dr. Hamm sug- 
gested that our letter include the information 
that additional copies are available, and give the 
price and where they may be purchased. 

MOTION: (English-DuPuy) that the pam- 
phlet be sent with the compliments of the ISMS, 
with an accompanying letter, to the chief of staff 
for use in emergency rooms of all general hospi- 
tals in Illinois. Motion carried. 


MEMBERSHIP STATUS 

It was suggested that the secretary write to 
the various medical schools and commercial as 
well as scholastic laboratories and see if other 
physicians not licensed in Illinois might be inter- 
ested in becoming members of organized medi- 
cine in Illinois. Dr. Leland Powers was elected 
to membership as requested by the Chicago Medi- 
cal Society. 

The following physicians were elected to Emer- 
itus and Retired membership as requested by the 
county society involved : 

Kmeritus Membership: 

Flatley, Thomas J., Moline, 

County 

Gilliatt, Claude E., Allendale, Wabash County 

Leaf, Hugh M., Elmwood Park, C.M.S. 

O’Donoghue, Thomas J., Chicago, C.M.S. 

Pollock, Lewis J., Chicago, C.M.S. 

VanAtta, Clarence F., Ottawa, LaSalle County 

Watkins, Harold R., Bloomington, McLean 

County 





Rock Island 


Retired Membership : 
Ebersole, Glenn, Monmouth, Warren County 
Ebert, Michael H., Cleveland Heights, C.M.S. 
Fanning, David J., Lawn Acres, C.M.S. 
Molay, Marshal D., Chicago, C.M.S. 
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Nesbitt, Marjorie M., Elgin, C.M.S. 
Ostrom, Meredith, Rock Island, Rock Island 
PRESIDENT TO SERVE ON ApvisorY BoarD 
Dr. English reported that the physician in 
charge of the health services at the University 
of Illinois had discussed with him the accredita- 
tion of the 110 bed McKinley Hospital at the 
University, where students are cared for in emer- 
gencies. he Board of Trustees of the University 
wants an Advisory Board to assist in the opera- 
tion of the hospital. The Advisory Board will 
he composed of three physicians who are mem- 
bers of the University faculty, the president of 
the Illinois Hospital Association, and the presi- 
dent of the ISMS. This would entail about three 
meetings a year, and it seems reasonable to ap- 
prove that the president should participate in 
the provision of good emergency medical care for 
residents of Illinois in attendance at our state 
university. 
MOTION: (English-Piszezek) that we ap- 
prove this request. Motion carried. 
IPAC FEES FOR PHYSICIANS CHANGED 
Dr. Montgomery reported that the raise in fees 
for physicians caring for Illinois Publie Aid 
Commission patients had been approved, and in 
the future physicians will be paid as follows: 
$3.00 for an office call 
$4.50 for a day home call 
$6.00 for a night home call (10:00 p.m. to 
6:00 a.m.) 
The next Council meeting will be held in Chi- 
cago on Sunday, August 23. 
The Council adjourned at approximately 2:50 
p.m. 
Respectfully submitted 
HAROLD M. CAMP, M.D., Secretary 


Questions and Answers 


on Narcotic Act 


The Committee on Narcotics will be happy to 
answer additional questions concerning the use 
of narcotics under the new state law. They will 
be answered in this column in forthcoming is- 
sues, 

Ques.: What is a registered addict? 

Ans.: This term is now obsolete in Illinois, 
and has been since January 1, 1958. For some 
years prior to that time an Illinois law required 
that narcotic addicts register with the Depart- 
ment of Registration and Education. They were 
issued a card, as evidence of such registration. 
« Ques.: Why was the law repealed? 

Ans.: In part, because it failed in its purpose 
and was misused by addicts. The original intent 
of the law was not to identify persons with a 
medical need for a narcotic but to require per- 
sons addicted to register with the hope that a 
count of such people could be made and they in- 
directly would be encouraged to look for cures. 

In practice, some medical addicts registered ; 
many but 
many such did not. Many nonmedical addicts 
soon adopted the practice of calling on practi- 


nonmedical addicts also registered 


tioners, presenting their addict registration cards 
as “credentials” for a drug ration. In this ruse 
they often were successful, and some still are. 

Ques.: What should a practitioner do when a 
patient presents a registered addict card? 

Ans.: It is suggested that, if the physician 
wishes to treat the patient, he make his own 
diagnosis and administer or prescribe drugs, or 
refrain from doing so, as his examination in- 
dicates. 

It would be a favor to the Division of Narcotic 
Control if the names of such patients were re- 
ported to the division, since it is the desire of 
this oTice to take these registered addict creden- 
tials out of cireulation. 

Ques.: Has the machine audit of class-A nar- 
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cotic prescriptions by the division disclosed 
abuses? 

Ans.: A few—very few, by practitioners; a 
substantial number by patients and others. 

Ques.: What are the most common abuses? 

Ans.: Forgery by addicts or peddlers in the 
altering or raising, of the amount of narcotics 
called for. In a prescription for 16 Dilaudid® 
tablets, the Arabic numerals 16 might be altered 
to read 46, 76, 96, etcetera. A prescription for 10 
morphine tablets, written with a Roman “X” 
might be raised to read “XX” or “XXX”. Some 
have been filled for “XXXX”. 

Some physicians use considerable ingenuity in 
writing raise proof prescriptions, when the nar- 
cotic dosage is substantial. 

Then there have been a number of cases of 
fraud and deceit where the addict has misrepre- 
sented his physical condition; also, a number of 
cases where a patient with a legitimate narcotic 
need has been obtaining a surplus of narcotics 
through simultaneous treatment from several 
physicians, without their having knowledge of 
this practice. 

The official prescription has, of course, almost 
completely stopped the practice of forging the 
whole prescription, except in a few cases where 
official blanks have been stolen. Since July 1959, 
the law makes unauthorized possession of official 
blanks a felony. 

As to abuses by practitioners, there are some 
technical lapses and oversights, the most com- 
mon one growing out of misunderstanding being 
the writing of official prescriptions for narcotics 
for office or bag supply. The long established 
federal law and practice to which Illinois proce- 
dure must conform, is that office or bag supply 
must be obtained on federal order forms fur- 
nished by the director of internal revenue and 
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purchased from a registered wholesale dealer or 
manufacturer. 

Ques.: There have been published reports of 
narcotic addiction among physicians, as many as 


one per cent. Do your auditing procedures bear 


out such a high estimate? 

Ans.: No. In approximately a year of full 
operation, we have uncovered less than a dozen 
cases of abusive self-administration of narcotics 
by physicians. The division not only audits class- 
A prescriptions but, by reciprocal arrangement 
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Rehabilitation service 

It often is more effective and economical to 
attach a rehabilitation service to an existing hos- 
pital. Such an arrangement not only eliminates 
the need for the construction of a new building 
but also allows the utilization of hospital services 
for restorative medical purposes without the ne- 
cessity of duplication. This refers to X-ray, sur- 
gical facilities, laboratory, housekeeping, kitchen, 
light, heat, and so forth. I have had the oppor- 
tunity to visit small communities where not one 
Lut two and sometimes three so-called rehabilita- 
tion centers were in operation: one for children 
with poliomyelitis, one for cerebral palsied chil- 
dren, and another one a sheltered workshop or 
some other type of rehabilitation facility. By the 
very nature of the situation, these institutions 
were poorly staffed and were in keen competition 

‘ the one or two available physical and occu- 

‘ional therapists and other scarce specialists in 
‘community. The result was a highly uneco- 


September, 1959 





with the Federal Bureau of Narcotics, we also 
audit federal order forms. While the operation 
has not continued long enough to produce the 
full value of cumulative evidénce, it is our opin- 
ion that the number of practitioners abusing 
narcotic drugs in self administration in this 
state is very small. 

Address your queries to the Editors of the 
Journal or to Jacob E. Reisch, M.D., chairman, 
committee of narcotics, Suite 1909, 185 N. Wa- 
bash Avenue, Chicago 1. 


>>> 


nomical and ineffective operation. If all these 
agencies could have pooled their resources and 
created well equipped rehabilitation services in 
one or two of the general hospitals, the entire 
community could have enjoyed the benefits of 
restorative medicine and the professional staff 
would have had the satisfaction of working in a 
vigorous and effective facility. In larger com- 
munities and in teaching units there is a press- 
ing need for the establishment of rehabilitation 
centers. In such settings these centers would 
function as the focal point of all rehabilitation 
activities and serve as a quasi home base for the 
hospital rehabilitation services. The rehabilita- 
tion center is a highly specialized and rather ex- 
pensive institution which should not be organ- 
ized or used indiscriminately. Michael Dacso, 
M.D. Stimulation of Realistic Attitudes Toward 
Aging by All People and Wider Use of Rehabili- 
tation Services. New York J. Med. June 15, 
1959. 









The origin of epidemics 


Payne of the World Health Organization has 
recently drawn attention to the inverse relation- 
ship between infant mortality rates collected 
from a wide variety of nations throughout the 
world, and the recorded incidence of poliomyeli- 
tis. Infant mortality rates generally are consid- 
ered as an index of certain types of environmen- 
tal sanitation. In other words, as sanitation 
improves, infantile mortality rates nearly always 
go down, and somewhat surprisingly poliomyelitis 
rates nearly always go up during the same gen- 
eral period of years. It does not mean that the 
decrease in infant mortality is directly responsi- 
ble for an increase in poliomyelitis, but one can 
easily imagine reasons why these rates can be 
affected inversely by the same process. The sup- 
pression of opportunities for the infant to ac- 
quire enteric infantile disease of a variety of dif- 
ferent kinds, can at the same time suppress op- 
portunities for the acquisition of poliovirus 
infections, which if acquired during infancy are 
apt to be mild affairs. More than 99 per cent of 
such infantile poliovirus infections are negligible, 
so far as causing symptoms. They are inapparent 
infections, from which the infant gains some 
immunity. This is the most salutary form of 
natural immunity and it is the present basis for 
proposing a live virus vaccine for poliomyelitis 
to supplant or supplement the Salk vaccine. If, 
on the other hand, the infant is so protected dur- 
ing the early years of life that he fails to acquire 
these inapparent infections from local strains of 
poliovirus, he may subsequently reach school age 
having failed to gain any immunity to this in- 
fection. At this age a poliovirus infection is apt 
to be more severe and by college age, still more 
severe. Less than 99 per cent of infections are 
sub-clinical and that segment of the population 
that is non-immune grows larger each year until 
an epidemic comes. As such, postponement of 
poliovirus infections by sanitary methods along 
with failure to vaccinate, tends to bring on epi- 
demics with reported attack rates for paralytic 
poliomyelitis which are higher than were those 
recorded in the days of “infantile paralysis.” 
John Rk. Paul, M.D. The Eighteenth Charles 
Value Chapin Oration—Chapin and Modern 
Epidemiology. Rhode Island M.J. June 1959. 








Spiritual forces 


Spiritual strength is the only treasure man 
accumulates and keeps, and sick indeed is the 
person without it. As a part of office psycho- 
therapy, the physician shares his spiritual 
strength unashamedly with others, realizing 
that patients frequently are seeking spiritual 
force as much as medicine. Spiritual forces help 
man rise above destructive, primitive drives and 
give direction to his intelligence, because the will 
power all men seek is surely intelligence com- 
bined with an ideal. William B. Terhune, M.D. 
The Office Management of Psychiatric Problems. 
M. Ann. District of Columbia June 1959. 


< > 


More accountants needed 

The rapid growth of the profession of certified 
public accounting is a significant phenomenon 
of American society in this century. In 1900, 
there were about 250 certified public account- 
ants; today, there are more than 60,000. While 
this growth obviously is a consequence of the 
need for more professional accounting services 
by the nation’s businesses, it would be erroneous 
to assume that the growth of American business 
has dictated the growth of the accounting pro- 
fession. The accounting profession has out- 
stripped American business in its rate of expan- 
sion since the beginning of the century and yet 
is still unable to supply the increasing demand. 
John L. Carey. The Profession of Accounting. 
Hospital Management Aug. 1959. 


< > 


Thrombophlebitis and cancer 


Whenever a patient is seen with unexplained 
recurrent thrombophlebitis, a thorough investi- 
gation should be encouraged to find a cancer 
somewhere in the body, especially visceral cancer. 
Trousseau, the master clinician, and later Sir 
William Osler commented on this combination. 
In a series of 102 cases collected from the litera- 
ture, cancer of pancreas was found in 41 in- 
stances, of the lung in 22, of the stomach in 14, 
and elsewhere in the body in 25. Editorial. Can- 
cer and Certain Organic Diseases. M. Ann. Dis- 
irict of Columbia July 1959. 
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Conference on Aging 
Leland Hotel, Springfield 
Sunday, September 27, 1959 


Welcome 
Joseph T. O’Neill, Ottawa, President, 
Illinois State Medical Society 
“A Survey of the Problems and Needs 
of Persons 65 and Over in the Bloom- 
ington-Normal Area” 

Vernon C. Pohlman, Ph.D., Normal, 
Associate Professor of Sociology, 
Illinois State Normal University 

A. Edward Livingston, M.D., Bloom- 
ington 

“Prevention and Early Detection of 

Chronic Illness in the Aged” 

Henry T. Ricketts, M.D., Chicago, Pro- 
fessor, Department of Medicine, 
University of Chicago; Chairman, 
Board of Governors, Institute of 
Medicine; Member, Committee on 
Aging, ISMS 

“Rehabilitation of the Chronically Ill 

Aged” 

Edward E. Gordon, M.D., Chicago, 
Director, Department of Physical 
Medicine, Michael Reese Hospital 

“Rehabilitation in Nursing Homes” 

John A. Hackley, Peoria, Supervisor, 
Rehabilitation Education Services, 
Illinois Public Aid Commission 

“Nursing Home Care of the Aged. Stand- 
ards for Licensing Nursing Homes.” 

Ruth E. Church, M.D., Springfield, 
Deputy Director, State [Department 
of Public Health, 
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“Nursing Home Problems” 

Mrs. Florence Baltz, Washington, IIL. 
President, American Nursing Home 
Association; Chairman, Joint Council 
to Improve the Health Care of the 
Aged 

Coffee break 


“Community Based Organized Home 

Care Programs” 

Pearl Ahrenkiel, R.N., Springfield, 

Chief, Bureau of Nursing, Illinois De- 
partment of Public Health, 

Dorothy Campbell, R.N., Peoria, Home 
Care Co-ordinator, Visiting Nurses 
Association 


“A Comprehensive Approach to Chicago’s 
Problems of Chronic Illness” 
Edna Nicholson, Chicago, Executive 
Director, Institute of Medicine, and 
Consulting Director, Central Service 


for the Chronically III 


Symposium: “Financing Medical Care 
for Those 65 and Over” “Public As- 
sistance Programs” 

Peter W. Cahill, Chicago, Executive 
Secretary, Illinois Public Aid Com- 
mission 

“Blue Cross-Blue Shield Plans in Illinois” 
Robert T. Evans, Chicago, Executive 

Director, Illinois Medical Service 

Kenneth Clark, Rockford, Executive 
Director, Medical Surgical Service, 
Rockford 

“Actions of the House of Delegates, IIli- 
nois State Medical Society Regarding 
Low Cost Insurance Programs for those 
65 and Over” 





Percy E. Hopkins, M.D., Chicago, 
Chairman, Committee on Medical 
Service & Public Relations, ISMS; 
Member of the AMA Board of Trus- 
tees 
1:30 Hospitality Hour 
2:00 Luncheon — with the compliments of the 
Illinois State Medical Society 
Speaker: Frederick C. Swartz, M.D., 
Lansing, Mich. Chairman, Committee 
on Aging, AMA 


< > 


Clinics for crippled children 
listed for October 
Twenty-four clinics for Illinois’ physically 
handicapped children have been scheduled for 
October by the University of Illinois, Division 
of Services for Crippled Children. The division 
will count 18 general clinics providing diag- 
nostic orthopedic, pediatric, speech, and hear- 
ing examination along with medical, social, and 
nursing service. There will be two special clinics 
for children with cardiac conditions, two for 
children with rheumatic fever, and two for cere- 
bral palsied children. Clinicians are selected from 
among private physicians who are certified Board 
members. Any private physician may refer to or 
bring to a convenient clinic any child or children 
for whom he may want examination or consulta- 
live services. 
October 2 Chicago Heights (cardiac), St. 
James Hospital 
October 7 — Alton (rheumatic fever), Alton 
Memorial Hospital 
October 7 Champaign, McKinley Hospital 
October 7 — Hinsdale, Hinsdale Sanitarium 
Cairo, Public Health Building 
Springfield, St. John’s Hospital 
Evanston, St. Francis Hospital 
East St. Louis, St. Mary’s Hos- 


October 8 

October 8 

October 9 

October 13 
pital 

October 13 — Peoria, Children’s Hospital 

October 13 Quincy, Blessing Hospital 

October 15 Klmhurst (cardiac), Memorial 
Hospital of DuPage County 

October 15 Flora, Clay County Hospital 

October 15 — Rockford, St. Anthony’s Hospi- 
tal 

October 20 — Belleville, St. Elizabeth’s Hospi- 
tal 

October 20 — Danville, Lake View Hospital 
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October 21 — Chicago Heights (general), St. 
James Hospital 

October 22 — Bloomington a.m. (general), 
p.m. (cerebral palsy), St. Joseph’s Hospital 

October 22 — Mt. Vernon, Masonic Temple 

October 27 — Effingham (rheumatic fever), 
St. Anthony Hospital 

October 27 — Peoria, Children’s Hospital 

October 28 — Carrollton, First Baptist Church 

October 28 -— Elgin, Sherman Hospital 

October 28 — Springfield (cerebral palsy), 
Memorial Hospital 


< > 


Eyes in industry course 


The Institute of Industrial Health of the Uni- 
versity of Cincinnati will present a course in 
industrial eye problems, January 18-22. The 
registration fee will be $100. 

Application blanks may be obtained from the 
Institute of Industrial Health, Kettering Labo- 
ratory, Eden and Bethesda Avenues, Cincinnati 
19, 


< > 


Courses in internal medicine 


The American College of Physicians announced 
seven postgraduate courses in internal medicine, 
as follows: September 28-October 2, Georgetown 
University School of Medicine, Washington; 
October 5-7, University of Buffalo School of 
Medicine, Buffalo; November 2-6, State Univer- 
sity of New York Upstate Medical Center, Syra- 
cuse ; November 30-December 4, Tulane Univer- 
sity School of Medicine, New Orleans; January 
11-15, Cornell University Medical College, New 
York; January 25-29, Henry Ford Hospital, De- 
troit; February 8-12, Mount Sinai Hospital, 
New York. 

For further information write to executive di- 
rector, ACP, 4200 Pine Street, Philadelphia 4. 


< > 


Obstetricians and gynecologists 
to hold meeting in Detroit 


District V of the American College of Ob- 
stetricians and Gynecologists will hold its an- 
nual meeting in the Statler Hilton Hotel, De- 
troit, November 18-21. The district comprises 
Indiana, Kentucky, Michigan, Ohio, and Ontario. 

Two days, November 19-20, will be devoted to 
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a scientific program consisting of five panels, 
eight scientific papers, and two prize-award pa- 
pers by residents in obstetrics and gynecology. 
As a contribution to graduate nurse education in 
obstetrics and gynecologic surgery, qualified 
nurses will be invited to attend the scientific 
sessions under the sponsorship of fellows in their 
respective hospitals. 

For further information write to Dr. Arthur 
G. King, district chairman, 199 William Howard 
Taft Road, Cincinnati 19, or Mr. Donald F. 
Richardson, executive secretary, ACOG, Box 749, 
Chicago 90. 


< > 


Heart research in industry 
to be conference subject 


’ 


“Heart Research in Industry” will be the sub- 
ject of the 7th annual Heart-In-Industry Confer- 
ence to be held at the Sherman Hotel, Chicago, 
October 16. The meeting will be sponsored by 
the Chicago Heart Association and Chicago As- 
sociation of Commerce and Industry, with a 
number of medical organizations and health 
agencies co-operating. 

There will be six workshop discussion groups 
with panelists representing labor, management, 
medical research, industrial medicine, and nurs- 
ing. Presentations by featured speakers will give 
industry a broader understanding of the benefits 
that accrue from an active research partnership 
between industry and medical science. 

Dr. Andrew J. Oberlander, medical director 
of the Prudential Insurance Company and chair- 
man of the Industrial Medicine Committee of 
the Chicago Heart Association, will be confer- 
ence chairman. 

For reservations write to the Association of 
Commerce and Industry, 30 West Monroe Street, 
Chicago 3, or Chicago Heart Association, 22 
West Madison Street, Chicago 2. 


< > 
Tumor conference in Houston 


The 4th annual Clinical Conference on Tumors 
of the Head and Neck will be held at Houston, 
November 13 and 14, under the sponsorship of 
ihe University of Texas M.D. Anderson Hospi- 

| and Tumor Clinic and the University of 
‘exas Postgraduate School of Medicine. 

Kor further information, write to the Editorial 
hee, M. D. Anderson Hospital, Houston 25. 
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Military surgeons to meet 


The Association of Military Surgeons will hold 
its 66th annual meeting in Washington, Novem- 
ber 8-11. The theme will be “The Practice of 
Military Medicine—Broadening Concepts.” 

There. will be presentations of scientific pa- 
pers, a closed television program, panel discus- 
sions, and showing of scientific films. 

For further information, write to the Associa- 
tion of Military. Surgeons, 1726 Eye Street, 
N. W., Washington 6. 


< > 


Michigan State Medical Society 
to meet in Grand Rapids 


The 94th annual meeting of the Michigan 
‘State Medical Society will be held at the Pant- 
lind Hotel, Grand Rapids, September 29-October 


“ 
we 


The scientific program will open Tuesday noon 
and conclude Friday noon. Thirty-one medical 
teachers will report on research projects and 
medical practice. The House of Delegates will 
meet beginning Sunday evening, September 27. 

Dr. M. A. Darling of Detroit will be installed 
as president at the officers’ night dinner dance, 
succeeding Dr. G. B. Saltonstall of Charlevoix. 


« > 
Course in medical law 


A new course entitled “The Mentally Disabled 
and the Law” is being offered at the Law-Medi- 
cine Center of Western Reserve University, Clever 
land. The 15-week course is designed for physi- 
cians, lawyers, social workers, law enforcement 
officials, and others interested in the mentally ill. 


| ra 
Obstetricians and gynecologists 
to hold meeting in east 


District III of the American College of Ob- 
stetricians and Gynecologists will hold its annual 
meeting at the Hersey Hotel, Hershey, Pa, Oc- 
tober 9-10. The district comprises Delaware, 
New Jersey, and Pennsylvania. , 

The scientific program will consist of 18 pa- 
pers covering such subjects as therapeutic -abor- 
tion and sterilization, carcinoma of the cervix, 
complications of pregnancy, hysteroscopy, dys- 
kinesia, endometriosis, postpartum emotional 
difficulties, cold knife conization, cervical sturhp- 
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ectomies, radical vaginal hysterectomies, utero- 
sacral block anesthesia, erythroblasts, operations 
for retroversion, uterine rupture, transverse in- 
cisions, hypofibrinogenemia, total vaginectomy, 
and influence of alcoholism in pregnancy. 

The speakers will be prominent obstetricians 
and gynecologists from the eastern seaboard. 

For a program or further information, write 
to Dr. Robert A. Cosgrove, district chairman, 
8 Clifton Place, Jersey City 4, N. J., or Mr. 
Donald F. Richardson, executive secretary, AC- 
OG, Box 749, Chicago 90. 

< > 

Cancer conference to be held 
at Cape Girardeau, Mo. 


The 6th annual Southeast Missouri Cancer 
Conference will be held at Cape Girardeau, Mo., 
October 4. It is designed for physicians from 
Southern Illinois, Western Kentucky, Northern 
Arkansas, Northwestern Tennessee, and South- 
eastern Missouri. 

The conference will be sponsored by the Amer- 
ican Cancer Society, Missouri State Medical As- 
sociation, American Academy of General Prac- 
tice, and Cape Girardeau County Medical Soci- 
ety. 

Subjects to be covered include thyroid diseases, 
office diagnosis and procedures, isotopes in diag- 
nosis and treatment, and lesions of the distal 
bowel. A clinical session and diagnostic symposi- 
um will be held in the evening. 

For further information, write to Dr. J. H. 
Keim, 230 North Sprigg Street, Cape Girardeau, 
Mo. 

< a 
Omaha Clinical Society 
to hold PG assembly 


The Omaha Mid-West Clinical Society will 
hold its 27th annual assembly in the Civic Audi- 
torium, Omaha, November 2-5. Four days of 
postgraduate study will be presented under the 
sponsorship of the Creighton University School 
of Medicine, University of Nebraska College of 
Medicine, and Nebraska Chapter of the Ameri- 
can Academy of General Practice. 

Panels will cover complications from the in- 
discriminate use of antibiotics, resuscitation and 
first aid survival management in shock, common 
fractures, and “what’s new.” 

Among the 11 guest speakers will be Dr. 
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Claude N. Lambert, professor of orthopedic sur- 
gery, and Dr. John T. Reynolds, clinical profes- 
sor of surgery, both of the University of Illinois 
College of Medicine. 

Further information may be had from the 
society, Medical Arts Building, Omaha 2. 


< > 


American Medical Education 
Foundation voices its thanks 


The following letter was received by Dr. 
Harold M. Camp, secretary of the ISMS, from 
Dr. George F. Lull, president of American Medi- 
cal Education Foundation : 

“The officers and Board of Directors of the 
American Medical Education Foundation have 
asked me to express their deep gratitude for 
your extremely generous contribution of $176,- 
430. It is understood that this represents a gift 
from each doctor in Illinois. It is.our wish that 
we could individually thank everyone of the 
physicians who participated in this visible dem- 
onstration of concern for the financial problems 
of our medical schools. 

“Tilinois has been a consistent leader in the 
efforts of the American Medical Education 
Foundation to perpetuate our present-day high 
standards of medical education and_ practice. 
Other states are now following your leadership 
to the end that the medical profession is fulfill- 
ing its obligation toward the schools that trained 
them in a more significant manner each year. 
“May I repeat that all of medicine is grateful to 
the Illinois State Medical Society and the doc- 
tors of Illinois for leading the way in this pro- 
gram.” 


< > 


Courses in chest diseases 


The American College of Chest Physicians 
announced three postgraduate courses, as fol- 
lows: clinical cardiopulmonary physiology, Edge- 
water Beach Hotel, Chicago, October 5-9; dis- 
eases of the chest, Park Sheraton Hotel, New 
York, November 9-13; diseases of the chest, 
Ambassador Hotel, Los Angeles, December 7-11. 

For further information, write to the execu- 
tive director, ACCP, 112 East Chestnut Street, 


Chicago 11. 
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A “thank you” to legislators 


I!linois medicine fared unusually well in the 
last session of the Legislature. Most of the im- 
portant bills backed by the Illinois State Medical 
Society were enacted. Measures considered inimi- 
cal to excellent health care were shelved. 

Accordingly, it is fitting that physicians should 
send their state senators and representatives 
“thank you” letters for a job well done. These 
will demonstrate that physicians are apprecia- 
tive. 

Furthermore, all physicians should maintain 
contact with their representatives during the 
time the Legislature is not in session, and offer 
to supply information on health matters concern- 
ing the public. This will pave the way for a 
hetter relationship when deliberations are re- 
sumed in 1961. 


Winnebago County holds press conference 


The Winnebago County Medical Society on 
June 25 held what is considered a successful 
Press Conference. The meeting in the Faust 
Hotel, Rockford, was attended by representatives 
from the local daily newspapers, weekly newspa- 
pers, radio stations, and a television station, 
vlong with members of the society’s Public Rela- 
tions Committee and Board of Directors. 

\ social hour and dinner preceded a purely 
informal airing of problems of physicians and 
communication media. There were no formal 
speeches, 


"he guests were permitted to speak on any 
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subject that came in mind. It was not a “pat 
cn the back” session, nor a knock down and drag 
out meeting. One complaint often aired was a 
seeming lack of co-operation, at times, on the 
part of physicians in giving information as to 
the condition of patients, particularly about those 
who are prominent and who have been in an 
accident. 

On that point, the Winnebago County Medical 
Society Bulletin had this to say: 

“Those involved in the communications field 
felt that too often a doctor was contacted and 
responded with the statement, “lhe patient is 
as well as can be expected.’ They expressed the 
opinion that this statement is so ambiguous as 
to be worthless. They would prefer to be informed 
that the patient’s condition is unchanged, or im- 
proved, or worse, critical, serious, and so forth. 

“Publishers, editors, executive directors, and 
reporters generally recognize that physicians 
may be forbidden by a family from releasing 
any information, though they feel that promi- 
nent personages in the community who take this 
position are using poor judgment, for they point 
out that they will get the information they seek 
from some source, and they would prefer to have 
the information accurate. 

“There was also a great deal of discussion 
about the source of medical news, such as a 
switchboard operator or a nurses’ aid. Other 
items were bantered about. The request was even- 
tually made that a joint committee of doctors 
and communications personnel should be formed 
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to develop a code which all interested parties 
would follow.” 

The Winnebago County Medical Society’s PR 
Committee plans to work out such a code and 
hopes to hold a similar press conference annually. 


What does “best medical care”? mean 


The term, “best medical care,” is used fre- 
quently in statements directed to the public. 
What does the medical profession mean by this? 

Dr. Malcolm 8S. Watts of San Francisco has 
a personal opinion which he expresses in the 
California Medical Association’s “Newsletter.” 
Dr. Watts seems to answer the question fully. 
He says: 

“The best medical care embodies the essential 
elements of medical practice. These include the 
need of an individual patient for help with a 
particular problem, the motivation of the physi- 
cian and his concern with the individual patient, 
the secure belief of the patient that the physician 
can and will help, and the tool or technology by 
which the help is given. 

“Tt considers the economic, social, and politi- 
cal predicament of the patient in terms of his 
need for medical care. It insures that the doctor’s 


The adaptive phenomenon 


It is important to keep in mind that no disease 
is due exclusively to a “derailment” of adaptive 
phenomena, nor is there any malady in which 
adaptive phenomena play no role at all. In order 
to produce disease, there always must exist some 
direct, purely aggressive and nonadaptive action 
of a pathogen. On the other hand, there hardly 
exists any pathogenic action which does not elicit 
some adaptive phenomena. Such an overlap be- 
iween groups does not minimize the practical 
value of the principle of classification. There 
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primary allegiance remains to the patient and 
that it is not unduly diluted by financial 0, 
other responsibilities to collective groups within 
or without the profession. It provides for free- 
dom of action for both doctor and patient, before 
and after illness strikes, in order that the patient 
may derive the physiological benefit and psy- 
chological comfort of faith in his medical care. 
It requires the economic, social, and technological] 
availability of competent physicians, ancillary 
personnel, and adequate facilities for service. 

“The best medical care must always be vital, 
dynamic, changing, growing. It is inescapably 
a product and a part of the traditional American 
system of growth and development through free 
enterprise. It must adjust to the American way 
of life. This includes rising costs, deficit financ- 
ing, and the use of prepayment, tax-free, and 
tax funds in medical care. It has an opportunity 
to respond to the great urge of almost every 
American to improve his standard of living. 

“Most Americans will pay more for better 
cars, better housing, better food, or clothing. 
They can and will pay more for better medical 
care if they understand its costs and are con- 
vinced of its benefits.” 


hardly exists a disease which could not be proper- 
ly included in several of the classic categories of 
pathology. Rheumatic fever undoubtedly is a 
joint disease, but it also is a cardiac disease, a 
connective tissue disease, and an infectious dis- 
ease. Although the subjects of the natural sci- 
ences cannot be forced into watertight, nonover- 
lapping compartments, this does not alter the 
fact that without classification there is no sci- 
ence. We need the classes, because no generaliza- 
tion is possible without them. Hans Selye, M.D. 
The Physiopathology of Stress. Postgrad. Med. 
June 1959. 
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Hoops, MY DEAR 


The British Medical Journal printed an un- 
usual sequel of the hula hoop by a correspondent, 
F.B.E. Kampfner. The patient was a 29 year old 
Chinese woman who developed severe right lower 
abdominal pain after vigorous exercise with a 
hula hoop. Operation disclosed “a right sided 
tubo-ovarian cyst bound down with numerous 
adhesions, that had undergone partial torsion, 
and a left similar but more mobile mass that was 
unaffected.” This was a hula of a twisted ovarian 
cyst. Someone defined a navel destroyer as a hula 
hoop with a nail in it. 


SKIN BANKING 


Records are broken every day by men sitting 
on flag poles, running in bunion derbies, ascend- 
ing in balloons, and swallowing goldfish. A Duke 
University plastic surgeon just broke a 400 day 
record of keeping a piece of dog skin alive for 
1,480 days. The skin was kept in a special chemi- 
cal solution at a temperature of minus 49 degrees 
F. and grafted successfully after four years of 
preservation. 


No PURPOSE 


lisposable hypodermic needles and syringes 
are being pushed hard. One manufacturer hits 
the physician below the belt in a news release for 
public consumption. “The advantages,” accord- 
ins to the release, “assure a sharp needle every 
tin. and eliminates the danger of improper 
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sterilization. Dull needles are one of the main 
causes of pain from injections. Improper sterili- 
zation can spread various hepatitis diseases and 
staphylococcus infection.” 

It is difficult to interpret the purpose of a re- 
lease of this type. We assume the company 
wants our patients to insist that disposable 
syringes and needles be used because they don’t 
hurt and they won’t spread hepatitis or the ter- 
rible staph infections that are baffling the medi- 
cal profession. Most physicians know about sharp 
needles and the need for thorough sterilization. 
There must be a better reason for using these 
disposable units. 


MONEY WELL SPENT 


The Life Insurance Medical Research has al- 
located $1,205,510 this year for heart research 
in 64 medical institutions in 22 states, the Dis- 
trict of Columbia, four Canadian provinces, and 
Mexico. 


It’s OFFICIAL 


Many organizations are regarded as having the 
last word in various fields. No one dares to dis- 
pute the recommendations of the Chicago Motor 
Club when it comes to mapping the best route 
to Pella, Iowa or Bryan, Ohio. The National 
Foundation has the last word on polio and no 
one understands cancer as well as the American 
Cancer Society. The American Red Cross 
adopted the “mouth to mouth” technique of 
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artificial respiration last month. They have the 
corner on this maneuver, which makes it official. 


A FAMILY HISTORY OF CANCER 


Cancer does not run in families. This conclu- 
sion was reached in an eight year comprehensive 
study of 12,000 persons by Douglas P. Murphy, 
emeritus professor of obstetrics and gynecology 
at the University of Pennsylvania. 

Two groups were studied; 200 living women 
with breast cancer and 200 living women without 
breast cancer. Approximately 12,000 relatives of 
these 400 women were interviewed and if any- 
thing, the frequency of cancer in the family was 
slightly higher in the control group. A follow- 
up study of the cause of death of all interviewed 
will make an interesting project for the future. 


VITAMIN E 


The FDA has recognized the need for vitamin 


Quiet in hospitals 


Many patients have complained that there is 
too much noise in our hospitals. We are aware, 
of course, that sick people are inclined to be more 
critical concerning conditions which affect them 
than are those who are well. The ill person, lying 
in bed or sitting in an easy chair, in an atmos- 
phere of inactivity, is understandably sensitive 
to crashes and bangs, loud conversation and bells, 
and various other sounds that annoy him. His 
aistaste for unpleasant sounds can be under- 
stood. Usually, after his objections are registered, 
something is done to relieve the situation. 

Noise cannot correctly be attributed to gar- 
hage cans, china dishes, banging doors, squeaky 
carts, conversation, and the like. It is more cor- 
rectly eharged to people — visitors, employees, 
doctors, nurses — to the way we do our work. 
None of us would intentionally disturb patients. 
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© in human nutrition based on studies showin 
a deficiency in cystic fibrosis. They have not set 
minimum daily requirements. On the other hand, 
the FDA does not favor claims that vitamin E 
induces fertility or helps heart disease. 


Foop AND CANCER 


Representative Delaney (D-N.Y.) is becoming 
(against his wishes) the Washington champion 
of medical crackpots and food faddists through 
his legislation against the adulteration of foods 
with certain chemicals, including colors. Delaney 
is said to have strong feelings on the relationship 
between chemicals in food and cancer. He is in 
a position to force a cancer provision into food 
and drug legislation because of his membership 
on the House Rules Committee. He admits he is 
only a layman and must rely on his scientific 
advisors. There has been criticism that his ad- 
visors are somewhat opinionated along the same 
line of ‘thinking. 


If we recognize that the proper performance of 
our jobs includes working quietly and with a 
minimum of confusion, these noises would be 
prevented. 

We expect our employees to do their work 
effectively and efficiently. I believe that people 
inherently want to perform their duties in a man- 
ner that produces creditable results. If employees 
are too noisy, the responsibility can be charged 
to “improper” or “insufficient” supervision. The 
employee has not been instructed sufficiently 
concerning his duties or has not been made to 
understand that his work can and must be done 
quietly. The equipment he uses need not be noisy 
— doors need not bang, cart wheels squeak, gar- 
bage can lids crash. Two simple and easy remedies 
for these conditions are correct job instruction 
and good preventive maintenance. Arthur 1). 
Barnes. It’s the People Who Make the Mos: 
Noise. Hospitals July 1, 1959. 
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NEWS of the STATE 





COOK 


Awarps. Dr. Spyridon G. A. Alivisatos, as- 
sistant professor of pathology, Chicago Medical 
School, received the school’s board of trustees 
research award for his work on the effect of 
histamine upon living cells. 

Honorep. Dr. Loyal Davis, chairman of the 
department of surgery, Northwestern University 
Medical School, received an honorary fellowship 
in the Royal Academy College of Surgeons of 
Edinburgh. In 1955, Dr. Davis received the hon- 
orary fellowship of the Royal College of Sur- 
geons of England. 

More than 300 leaders in medical research, 
the pharmaceutical industry, science education, 
and publishing gathered July 22 to honor Dr. 
Morris Fishbein, medical scientist, author, and 
lecturer, on his 70th birthday. A portrait of Dr. 
Fishbein by John Doctoroff was presented at 
the dinner, and is now in the library of the 
Hektoen Institute for Medical Research. 

Dr. Louis B. Newman, chief, physical medi- 
cine and rehabilitation, VA Research Hospital, 
Chicago, was the recipient of the 1959 Citation 
for Public Service from the University of Chi- 
Cayo, 

KELLOWSHIP. Dr. Frank Mitchell, Jr., engaged 
in general practice in Chicago for the past two 
years, has been awarded a Wyeth laboratories 
peuiatrie residency fellowship. A graduate of 
th University of Ilinois, he will take his resi- 
dency at Cook County Hospitai. 


fo- September, 1959 


Lectures. The theme for the tenth annual 
North Shore Hospital lecture series will be 
“Office Management of Emotional Disorders.” 
The opening lecture will be at the hospital, 225 
Sheridan Road, Winnetka at 8 p.m. on October 
7. Dr. John I. Nurnberger, professor and chair- 
man, department of psychiatry, Indiana Univer- 
sity Medical School, will speak on “Diagnostic 
Signs and Symptoms of Emotional Disorders.” 

Lectures. Dr. M. A. Perlstein, chief of the 
children’s neurology clinic, Cook County Hospi- 
tal and associate professor in pediatrics, North- 
western University Medical School, presented 
“Medical Aspects of Neuromuscular Diseases of 
Children,” at the recent eleventh annual post- 
graduate assembly of St. John’s Hospital, Santa 
Monica, California. On October 29 and 30, he 
will be a speaker at the Institute of Logopedics, 
Wichita, Kansas. 

New OrrFicers. The following are newly 
elected officers of the Chicago Society of Indus- 
trial Medicine and Surgery: Drs. George J. 
Cooper, president ; Richard E. Heller, vice presi- 
dent; Bille Hennan, secretary; and Charles 
Drueck, treasurer. 

New Posts. Dr. Orville T. Bailey, professor 
of neuropathology, Indiana University School of 
Medicine, has been appointed professor of neurol- 
ogy at the University of Illinois College of Medi- 
cine. He succeeds Dr. Percival Bailey [not re- 
lated], who retired from the university Septem- 
ber 1. 





Dr. George J. Rukstinat was elected president 
of the medical staff of Holy Cross Hospital. He 
succeeds Dr. Edward J. Krol. Other officers 
elected were Dr. John J. Simonaitis, vice presi- 
dent ; Dr. Helen Bruch, secretary ; and Dr. Jacob 
A. Goodhart, treasurer. 

Symposium. The Chicago Diabetes Association 
will conduct its third annual symposium on 
diabetes mellitus at Thorne Hall, Northwestern 
University, 740 N. Lake Shore Drive, on Octo- 
ber 1. Dr. Charles H. Best, this year’s Woodyatt 
Memorial Lecturer, has chosen “Recent Work 
on Glucagon” as his topic. The luncheon recess 
will be used as a discussion period and physicians 
who wish to do so, may reserve a place with a 
discussion group. A fee of $25 will be charged 
for enrollment in the symposium. Members of 
the American Diabetes Association, the Chicago 
Diabetes Association, medical students, interns, 
and residents may attend without charge, but 
must register for the course. Inquiries should be 
addressed to: The Chicago Diabetes Association, 
5 South Wabash Avenue, Chicago 3. 


MACON 


RETIREMENT. Dr. M. E. Rose, Decatur, an- 
nounced his retirement after 43 years of active 
practice. A graduate of Rush Medical College, 
he was president of the Macon County Medical 
Society, and of Macon County Hospital. Dr. Rose 
has been a member of the Board of Education 
and Association of Commerce ; a faculty member 
of the Macon County Hospital’s nursing school 
teaching internal medicine for 25 years; and a 
life member of the American College of Physi- 
cians. 


WARREN 


Honorep. Dr. Ralph P. Graham, retired phy- 
sician and surgeon of Monmouth, was present 
for cornerstone laying ceremonies of the new 
men’s residence hall of Monmouth College. The 
$400,000 building, now under construction, is 
named for Dr. Graham, Monmouth College ’97, 
and his father, Professor Russell Graham, Mon- 
mouth College *70. 


GENERAL 


New Test. A new diagnostic test for aphasia 
has been developed by research teams from the 
University of Chicago and the University of 
North Carolina. Five teams are administering 


182 


the test at middlewestern and eastern hospitals 
and clinics so that it can be standardized for 
general use at aphasia centers throughout the 
country. Plans are to release the test for use 
in November. It has been under development 
for the past three years by research groups led 
by Joseph M. Wepman, of the University of Chi- 
cago, and Lyle V. Jones, of the Psychometric 
Laboratory at the University of North Carolina. 
Technically called the Language Abilities Sur- 
vey, the test has been administered to more than 
200 patients. These and additional tests are re- 
quired to standardize the interpretations of pa- 
tients’ responses. 

Therapy at the University of Chicago Clinics 
consists primarily of motivating the patient to 
practice the use of language. To do this the 
Clinic’s therapists often must learn to use the 
terms of the patient’s major interest prior to his 
illness. 

JosePH A. Capps Prize. The Institute of Med- 
icine of Chicago is offering a biennial prize of 
$500 for the most meritorious investigation in 
medicine or in the specialities of medicine. The 
investigation may be also in the fundamental 
sciences, provided the work has a definite bearing 
on some medical problem. Competition for 1959 
is open to graduates of Chicago medical schools 
who completed their internship or one year of 
laboratory work within a period of five years 
prior to January 1, 1959, excluding their terms 
of service in the Armed Forces. Manuscripts 
must be submitted to the Secretary of the Insti- 
tute of Medicine of Chicago, 86 East Randolph 
Street, Chicago 1, not later than December 31, 
1959. 

ProstHeEtic Epucation Program. Northwest- 
ern University Medical School announced the 
launching of its prosthetic education program, 
the first facility of its kind in the midwest. The 
new school will operate on a training grant from 
the Department of Health, Education, and Wel- 
fare, Office of Vocational Rehabilitation. Courses 
in the new school will disseminate contemporary 
information about the prescription, fabrication, 
and fitting of artificial limbs and braces and the 
rehabilitation of the orthopedically handicapped. 
Twenty-one courses lasting from one to three 
weeks each will be offered during the academic 
year to physicians, prosthetists, therapists, and 
rehabilitation counselors. The instructors and 
consultants will be drawn from Northwestern's 
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departments of orthopedic surgery, physical 
medicine, and the prosthetic research center ; 
from the Rehabilitation Institute of Chicago; 
from the University of Illinois College of Medi- 
cine; Loyola University’s Stritch School of 
Medicine; and the VA. There also will be quali- 
fied instructors from the prosthetic industry. Di- 
rectly responsible for the organization of the new 
program is its academic adviser, Dr. Clinton L. 
Compere, associate professor in orthopedic sur- 
gery at Northwestern. The director is J. Warren 
Perry, Ph.D., assistant professor of neurology 
and psychiatry, Northwestern. Herbert Blair 
Hanger is chief prosthetist and assistant di- 
rector. The school is located in the Rehabilita- 
tion Institute of Chicago at 401 E. Ohio St. 

WuitEe House CONFERENCE ON AcinG. Arthur 
S. Flemming, secretary of Health, Education, 
and Welfare, announced today that governors of 
35) states and territories have designated repre- 
sentatives to plan for the White House Confer- 
ence on Aging to be held in Washington, D.C. 
January 1961. Under the Act authorizing the 
Conference, the governors’ designees are eligible 
for federal grants of $5,000 to $15,000 to help 
finance state conferences on aging and to defray 
costs of state participation in the national con- 
ference. Representatives for Illinois are Dr. Otto 
L. Bettag, director of the Illinois department 
of public welfare; Peter W. Cahill, executive 
secretary of the Illinois Public Aid Commission, 
and Dr. Roland R. Cross, director of the Illinois 
Department of Public Health. 


“Your HratrH Comes First” over Rapio 
Cuicaco WJJD: 


Aveust 26 at 9:15 p.w.: Ropert E. Ler, 
clinical professor of medicine, Stritch School of 
Medicine of Loyola University, discussed “An 
Adequate Diet Important to Health.” 

SEPTEMBER 23 at 8:30 p.M.: CoyE C. Mason, 
clinical associate professor of pathology, Univer- 
sity of Illinois College of Medicine, “Should I 
Be a Blood Donor ?” 

These are public service programs sponsored 
by the Illinois State Medical Society in co-opera- 
tion with Radio Chicago WJJD. 

PROGRAMS ARRANGED BY THE ILLINOIS STATE 
MepicaL Socrery: 

BENJAMIN BLACKMAN, instructor in neurol- 
ocy and psychiatry, Northwestern University 
Medical School, addressed “Divorcees Anony- 
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mous” at the Chicago Temple, September 8, on 
“Psychosomatic Illnesses Related to Problems of 
Marriage and Divorce.” 

Wititiam H. Requartu, Decatur, associate 
professor of surgery, University of Illinois Col- 
lege of Medicine, addressed the Vermilion 
County Medical Society in Danville, September 
8, on “The Treatment of Traumatic Wounds.” 

Howarp R. Mituer, Peoria, member of the 
American Academy of Pediatrics, addressed the 
Henry County Medical Society in Kankakee, 
September 9, on “The Diarrheas of Infancy.” 

Epwarp F. ScaNLon, associate in surgery, 
Northwestern University Medical School, ad- 
dressed the LaSalle County Medical Society 
September 10, on “The Latest Cancer Therapy.” 

JoRDAN M. ScHER, associate in neurology and 
psychiatry, Northwestern University Medical 
School, addressed the Stephenson County Medi- 
cal Society in Freeport, September 17, on “The 
Problems of Depression — Its Diagnosis, Man- 
agement, and Natural History.” 

Sanrorp A. FRANzBLAU, clinical assistant 
professor of medicine, University of Illinois 
College of Medicine, addressed the Lake Zurich 
Community Woman’s Club, September 18, on 
“Adding Life to Your Years.” 

Henry H. Frinesere, assistant professor of 
neurology and psychiatry, Northwestern Univer- 
sity Medical School, Vermilion County Medical 
Society in Danville, October 6, on “Management 
of Behavior Problems in the Community.” 

JoHn H. Martuis, Peoria, member of the staff 
of the Methodist Hospital, LaSalle County Medi- 
cal Society, October 8, on “The Urologic Pa- 
tient.” 

AtAn R. FEINBERG, associate in medicine, 
Northwestern University Medical School, Kan- 
kakee County Medical Society in Kankakee, 
October 20, on “What’s New in Allergy.” 

JoHN Howarp SCHNEEWIND, associate at- 
tending surgeon at Presbyterian-St. Luke’s Hos- 
pital, Stephenson County Medical Society in 
Freeport, October 15, on “Management of Acute 
Hand Injuries.” 


DEATHS 


WitiiAM M. Bursacn*, retired, Chicago, who 
graduated at Northwestern University Medical 
School in 1905, died July 18, aged 81. He had 
practiced medicine in Chicago 45 years. 





*Indicates member of the Illinois State Medical Society. 
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Dwicut E. Ciark*, Chicago, who graduated 
at the University of Rochester School of Medi- 
cine in 1937, died July 24, aged 49. He was 
chairman of the department of surgery and 
professor of surgery at the University of Chicago 
School of Medicine, vice president of the So- 
ciety of Nuclear Medicine, and a member of the 
board of governors of the American College of 
Surgeons. 

Harry Cutver*, retired, Chicago, who gradu- 
ated at Rush Medical College in 1913, died 
August 5 while vacationing in Glen Eagles, Scot- 
land. He was 73. Before his retirement 10 years 
ago, he was head of the departments of urology 
at Cook County and St. Luke’s Hospitals. 

Wituiam Davres*, Lyons, who graduated at 
Northwestern University Medical School in 
1924, died April 19, aged 78. He was associated 
with the MacNeal Memorial Hospital in Berwyn. 

Frep C. Franke, Oak Park, (licensed in IIli- 
nois in 1898), died in the U. S. Public Health 
Service Hospital in Chicago, April 22, aged 85. 
He had served on the staff of St. Anthony de 
Padua Hospital. 

BartisteE Hai, Sr.*, Chicago, who 
Pennsylvania 


JOHN 
graduated at the University of 
Department of Medicine, Philadelphia, in 1901, 
died in the Chicago Home for Incurables, April 
23, aged 82. He formerly practiced in Boston 
and at one time was appointed to the advisory 
council of the state department of public health. 

Jacop Mouier KELLER, Steeleville, who grad- 
uated at Washington University School of Medi- 
cine, St. Louis, in 1904, died March 17, aged 79. 

Pup R. Larra*, LaGrange, who graduated 
at the University of Illinois College of Medicine 
in 1937, died July 17, aged 48. He was a Fellow 
of the American Academy of Dermatology and 
Syphilology. 


BenJAMIN P. Lipnik*, Momence, who gradu- 
ated at the Chicago Medical School in 1942, died 
July 30, aged 46. He was a member of the stafi 
of St. Mary’s Hospital in Kankakee. 

ARTHUR WILHELM LO VENE, Galesburg, who 
graduated at Illinois Medical College, Chicago, 
in 1908, died in Peoria, April 14, aged 76. He 
was associated with the Mercy Hospital in Bur- 
lington, Iowa. 

Francis V. Mattoy*, Chicago, who gradu 
ated at Loyola University School of Medicine in 
1916, died in Elgin State Hospital, March 15, 
aged 69. He had served on the staff of the Veter- 
ans Administration. 

ALFRED V. OLDENBURG, Chicago, who gradu- 
ated at Jenner Medical College, Chicago, in 
1906, died July 20, aged 7%. He had practiced 
in Chicago more than 50 years. 

Grace F,. SmitruH, Chicago, who graduated at 
the Chicago College of Medicine and Surgery in 
1913, died in the Englewood Hospital, April 1, 
aged 72. 

RutH EK. Tayior*, Buffalo, recently of Chi- 
cago, who graduated at Rush Medical College in 
1924, died July 18, aged 63. She was formerly 
a physician for the student health service at the 
University of Chicago. 

JoHN J. WatsH*, Chicago, who graduated at 
Loyola University School of Medicine in 1934, 
died July 29, aged 51. He was clinical instructor 
in ophthalmology at the University of Illinois 
College of Medicine, and a member of the staffs 
of Presbyterian-St. Luke’s and Mercy Hospitals. 

Byrorp H. Wess*, retired, West Frankfort, 
who graduated at St. Louis University School 
of Medicine in 1906, died January 21, aged 78. 


*Indicates member of the Illinois State Medical Society. 
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